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at  anytime;  the  Secretary  and  Treasurer,  each,  for  five  years; 
and  the  Council  as  provided  for  in  the  By-laws. 
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all  meetings  of  the  Association  ;  to  give  the  casting  vote  ;  to  see 
that  the  rules  of  order  and  decorum  he  properly  enforced  in 
all  deliberations  of  the  Association  ;  to  sign  the  approved  pro- 
ceedings of  each  meeting,  and  to  approve  such  orders  as  may  be 
drawn  upon  the  Treasurer  for  expenditures  ordered  by  the  Asso- 
ciation. 

Sec.  2.  In  the  absence  of  the  President  the  first  Vice-President 
shall  preside,  and  in  his  absence  the  second  Vice-President  shall 
preside. 

Sec.  3.  In  the  absence  of  all  three,  the  Association  shall  elect 
one  of  its  members  to  preside />ro  tern. 

Sec.  4.  It  shall  be  the  duty  of  the  Secretary  to  keep  a  true  and 
correct  record  of  the  proceedings  of  the  meetings ;  to  preserve 
all  books,  papers,  and  articles  belonging  to  the  archives  of  the 
Association ;  to  attest  all  orders  drawn  on  the  Treasurer  for 
moneys  appropriated  by  the  Association  by  the  seal  of  the  Asso- 
ciation ;  to  keep  the  account  of  the  Association  with  its  members  ; 
to  keep  a  register  of  the  members,  with  the  dates  of  their  admis- 
sion and  places  of  residence.  He  shall  collect  all  moneys  due 
from  the  members  and  pay  to  the  Treasurer,  taking  his  receipt 
for  the  same.  He  shall  report  such  unfinished  business  of  pre- 
vious meetings  as  may  appear  on  his  books  requiring  action,  and 
attend  to  such  other  business  as  the  Association  may  direct.  He 
shall  also  supervise  and  conduct  all  the  correspondence  of  the 
Association,  and  be  chairman  of  the  Publishing  Committee. 

Sec.  5.  It  shall  be  the  duty  of  the  Treasurer  to  keep  a  correct 
record  of  all  moneys  received  from  the  hands  of  the  Secretary, 
giving  his  receipt  for  the  same  ;  pay  them  out  by  order  of  the 
Association  as  indorsed  by  the  President  and  attested  by  the  seal 
in  the  hands  of  the  Secretary. 

Sec.  6.  It  shall  be  the  duty  of  the  President  of  the  Association 
to  appoint  a  Committee  of  Finance,  consisting  of  three  members 
of  the  Association,  wThose  duty  it  shall  be  to  examine  the  books 
of  the  Secretary  and  Treasurer,  and  report  on  the  same  at  the 
next  session  of  the  Association. 
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ARTICLE    VII. 

Vacancies  occurring  in  the  offices  of  tl  iation  shall  be 

filled  by  appointment  of  the  President  until  the  next  meeting. 
He  shall  also  have  the  appointment  of  all  committees  not  other- 
wise provided  for. 

ARTICLE  VIII. 

This  Constitution  shall  take  effect  immediately  from  th< 
of  its  adoption,  and  shall  not  he  amended  except   by  a  written 
resolution,  which  shall  lie  over  one  year,  and  receive  a  vote  of 
two- thirds  of  the  members  present. 

ARTICLE  IX. 

Any  member  who  for  three  consecutive  years  fails  to  attend 
the  meetings  shall  be  dropped  from  the  roll  of  membership. 


BY-LAAVS 


ARTICLE  I. 

The  Southern  Surgical  and  Gynecological  Association  shall 
meet  annually  on  the  second  Tuesday  of  November  at  10  a.m., 
at  such  place  as  may  be  designated  by  the  preceding  meeting. 

ARTICLE  II. 

The  members  present  shall  constitute  a  quorum  for  business. 

ARTICLE  IH. 

The  annual  dues  of  each  member  -hall  be  $10,  paid  in  advance. 
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ARTICLE  IV. 


The  usual  parliamentary  rules  governing  deliberative  bodies 
shall  govern  the  business  workings  of  this  Association. 

ARTICLE  V. 

All  questions  before  the  Association  shall  be  determined  by  a 
majority  of  the  votes  present. 

ARTICLE  VI. 

The  President  shall  deliver  an  annual  address  at  each  meeting 
of  the  Association. 

ARTICLE  VII. 

The  Secretary  of  the  Association  shall  receive,  at  each  annual 
Session,  a  draft  from  the  President,  drawn  on  the  Treasurer,  for 
the  sum  of  $100  for  services  rendered  the  Association,  and  to 
this  shall  be  added  the  necessary  expense  incurred  in  the  dis- 
charge of  his  official  duties. 

ARTICLE  VIII. 

It  shall  be  the  duty  of  the  Secretary,  one  month  prior  to  the 
annual  meeting,  to  notify  by  circular  letters  the  members  of  the 
Association,  and  urge  their  attendance. 

ARTICLE  IX. 

The  authors  of  all  essays  shall  notify  the  Secretary,  six  weeks 
prior  to  the  meeting,  of  the  titles  of  their  essays,  so  that  they  may 
be  incorporated  in  the  circular  letter  to  the  members. 

ARTICLE  X. 

COUNCIL. 

The  Council  shall  consist  of  five  members;  and  of  those  elected 
at  the  primary  meeting,  the  first  shall  serve  five  years,  the  second 
four,  the  third  three,  the  fourth  two,  and  the  fifth  one  year ;  so 
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that  subsequently  one  member  of  the  Council  shall  be  elected 
annually  to  serve  five  years.  The  President  and  Secretary  shall 
be  ex-officio  members  of  the  Council. 

This  Council  shall  organize  by  electing  a  Chairman  and 
Secretary,  and  shall  keep  a  record  of  its  proceedings. 

The  duties  of  this  Council  shall  be — 

1.  To  investigate  applications  for  membership  and  report  to 
the  Association  the  names  of  such  persons  as  are  deemed  worthy. 

2.  To  take  cognizance  of  all  questions  of  an  ethical,  judicial, 
or  personal  nature,  and  upon  these  the  decision  of  the  Council 
shall  be  final ;  provided,  that  appeal  may  be  taken  from  such 
decision  of  the  Council  to  the  Association,  under  a  written  pro- 
test, which  protest  shall  be  sustained  by  the  Association,  and  the 
matter  shall  then  be  referred  to  a  special  committee,  with  power 
to  take  final  action. 

3.  All  motions  and  resolutions  before  the  Association  shall  be 
referred  to  the  Council  without  debate,  and  it  shall  report  by 
recommendation  at  as  early  an  hour  as  possible. 

ARTICLE  XI. 

The  following  are  the  standing  committees  of  the  Association 
to  be  filled  by  the  President  and  to  report  at  the  next  annual 
meeting  subsequent  to  their  appointment,  viz.:  Committee  of 
Arrangements  and  Committee  of  Publication.  The  Committee 
of  Publication  shall  consist  of  three  members,  one  of  whom,  the 
Secretary  of  the  Association,  shall  also  be  the  chairman  of  the 
said  committee.  The  Committee  of  Arrangements  shall  consist 
of  five  members. 

ARTICLE  XII. 

The  Committee  of  Publication  shall  have  full  power  to  omit 
from  the  published  Transactions,  in  part  or  in  whole,  any  paper 
that  may  be  referred  to  it  by  the  Association,  unless  specially 
instructed  t<»  the  contrary  by  the  Association,  which  will  be 
determined  by  vote. 

ARTICLE  XIII. 

Any  member  failing  to  pay  his  dues  for  more  than  one  year 
shall  be  dropped. 
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ARTICLE  XIV. 

Every  physician  making  application  for  membership  shall 
presenl  with  his  application  a  paper  on  some  surgical  or  gyne- 
cological subject. 

ARTICLE  XV. 

No  paper  shall  be  read  before  this  Association  which  does 
not  deal  strictly  with  a  subject  of  surgical  or  gynecological 
importance. 

ARTICLE  XVI. 

No  paper  read  before  the  Association  shall  be  published  [in 
any  medical  journal  or  pamphlet  for  circulation,  as  having  been 
read  before  the  Association,  without  having  received  the  indorse- 
ment of  the  Committee  of  Publication. 

ARTICLE  XVII. 

The  reading  of  papers  shall  be  limited  to  twenty  minutes  each, 
except  by  permission  of  the  Association. 
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The  following-named  members  were 
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BAXTER,  GEORGE  A. 
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BROWN,  GEORGE  S. 
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KELLY,  HOWARD  A. 
LEWIS,  E.  S. 
McMURTRY,  L.  S. 
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MILLER,  C.  JEFF 
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NOBLE,  GEORGE  H. 
EAR  HAM,  F.  W. 
PARKER,  W.  E. 
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RODMAN,  W.  L. 
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TAYLOR,  W.  W. 
TIFFANY,  E.  M. 
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WESTMORELAND,  W.  E. 
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Birmingham,  Ala. 
Louisville,  Kv. 
Memphis,  Tenn. 
Birmingham,  Ala. 
Nashville,  Tenn. 
Atlanta,  Ga. 
Louisville,  Kv. 
Nashville,  Tenn. 
Atlanta,  Ga. 
Washington,  D.  C. 
Baltimore,  Mi>. 
New  (  Orleans,  La. 
Louisville,  Kv. 
Atlanta,  Ga. 
Memphis,  Tenn. 
New  (  Orleans,  La. 
murfreesboro,  tenn. 
Atlanta,  <  Ja. 

a-  (  Orleans,  La. 
New  <  Orleans,  La. 
Danville,  Va. 
Philadelphia,  Pa. 
Memphis,  Tj 
Washington,  D.  C. 
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Letters  and  messages  of  regret  were  received  from  a  Dumber 
of  members  who  were  unable  to  attend  the  meeting. 

First  Day. — Tuesday,  December  6,  1 v 

Morning  Session. — The  meeting  was  called  to  order  by  the 
President,  Dr.  Richard  Douglas,  of  Nashville,  Tenn.,  at  lo  a.m. 

Prayer  was  offered  by  Bishop  Gaylor. 

The  chairman  of  the  Local  Committee  of  Arrangements,  Dr. 
R.  B.  Maury,  then  introduced  Professor  Alexander  Erskine,  who 
delivered  the  following 

ADDRESS    OF    WELCOME. 

Mr.  President  and  Gentlemen:  Invited  and  empowered  by 
your  Committee  of  Arrangements  to  welcome  you  to  Memphis, 
I  do  so  with  much  pleasure.  As  a  citizen,  I  extend  the  hospi- 
tality of  our  hospitable  city.  As  a  member  of  the  Memphis 
Medical  Society,  I  offer  you  greetings  which  are  courteous  and 
kind.  As  a  representative  of  the  local  profession,  I  grasp  your 
hands  with  fraternal  cordiality.  It  gives  us  all  pleasure  to  wel- 
come you.  Memphis  possesses  a  warm  heart  and  a  very,  refined 
hospitality.  She  is  sincere  and  cordial.  Personal  introductions 
will  speedily  follow,  naturally  enhancing  our  mutual  esteem. 
Welcome  to  our  city.  We  anticipate  much  pleasure  in  hearing 
your  discussions.  They  cannot  but  be  profitable  and  pleasing. 
Progressive  physicians  always  find  their  highest  enjoyment  in 
scientific  debates.  Before  these  the  graces  and  beauties  of 
literature  often  pale. 

To  this  Association  the  ablest  intellects  of  the  South  annually 
gather.  Those  of  us  who  come  to  listen  enjoy  them  the  more 
because  of  our  confidence  in  the  accuracy  and  profundity  of  your 
knowledge.  To  know  that  you  understand  the  breadth  and 
scope  of  the  subjects  which  you  present  is  to  an  auditor  a  very 
gratifying  assurance. 

A  learned  divine  of  most  acute  perception  and  sound  judg- 
ment, who  attended  closely  at  nearly  all  the  sessions  of  the 
Public  Health  Association,  which  met  in  Memphis  a  few  years 
ago,  said  to  me  that  it  was  the  ablest  body  which  had  ever  met 
in  Memphis.  There  is  no  just  reason  why  this  Association 
should  not  stand  pre-eminent.  Why,  indeed,  should  not  proud 
America,  in  her  daring  reach,  eclipse  the  world  in  the  pro- 
fundity of  her  scientific  researches?      In  war  she  has  suddenly 
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startled  the  gaze  of  all  lands  by  her  energy  and  power — why 
not  in  the  arts  of  peace?  And  what  is  more  sublime  than  all 
the  beautifully  beneficenl  scientific  results  which  grow  out  of 
and  (low  from  its  serene  calm  ? 

It   was   true   in    the    past,  and    i-   true   now,  that,  many  of  the 

ablesl  Leaders  in  medical  pursuits  have  sprung  from  the  South. 
Professional  literature  is  rich  in  their  contributions,  ks  authors 
and  practitioners  they  have  attained  a  just  and  proud  pre-emi- 
nence. To  admire  and  exalt  these  IS  not  to  detract  from  others. 
Let  me  select  some  line  illustrations  confirmatory  of  my  asser- 
tion. 

In  the  generation  which  has  passed  there  were  Stone,  of  New 
Orleans;  Xott  and  Mastin,  of  Mobile;  Marion  Sims,  of  Mont- 
gomery; Eve  and  Briggs,  of  Nashville;  Geddings,  of  Charles- 
ton; .McDowell,  Cross,  and  Yandell,  of  Kentucky,  and  Dr. 
Charles  Pope,  of  St.  Louis.     "  There  were  giants  in  those  days." 

Pardon  a  personal  allusion.  Dr.  Charles  Pope  was  born  in 
Huntsville,  Alabama,  my  native  place,  and  grew  to  manhood 
when  I  was  a  little  lad.  He  studied  medicine  in  my  father's 
office  under  the  firm  of  Fearn  <Sc  Erskine.  Such  was  the  custom 
of  those  days  before  medical  colleges  multiplied.  The  doctor's 
shop  was  the  sanctum  of  professional  fledglings  and  aspiring 
tyros,  lie  finished  his  education  in  Paris,  at  a  time  when  a  trip 
•  the  oiWAM  was  a  marvel.  To  have  accomplished  such  was 
at  once  to  establish  the  prestige  of  unusual  attainments  and  a 
finished  education.  Such  was  his  reputation  at  home,  the  promise 
of  which  he  afterward  so  ably  sustained,  becoming  the  pioneer  in 
surgery  in  young  and  thriving  St.  Louis. 

It  afterward  became  my  fortune  to  study  anatomy  in  the  same 
office  and  upon  the  same  skull  upon  which  Pope  studied,  and 
upon  which  he  so  boldly  and  beautifully  carved  his  name. 

Most  of  these  eminent  men  were  born  in  the  South,  n 
amidst  its  classic  shades,  were  nurtured  upon  its  generous  bosom, 
and  breathed  its  soft  and  Bunny  airs.  In  after  life  they  reflected 
it-  chivalry  in  their  intellectual  strength  and  courtly  manners — 
a  line,  idealized  manhood.  They  have  left  imperishable  records 
of  wisdom,  purity,  and  truth.  They  were  great  men.  To-day 
in  cosmopolitan  New  York  and  in  quaint,  quiet  Philadelphia 
many  of   the  most    prominent  members  of   the  profession  are 

Southern-born.  Wyelh,  Emmet,  Thomas,  Wviio,  Polk— to  pro- 
nounce their  names  is  to  awaken  echoes  from  Virginia's  lofty 


[Vi  ELEVENTH  ANNUAL  MEETING. 

mountains,  from  the  broad  Savannahs  of  ( reorgia  and  the  Caro- 
linas;  from  the  Boughing  bi  the  Mexican  Cinlf  as  they 

break  upon  the  coasts  of  Louisiana  and  Mississippi,  or  the  sweet 
winds  which  Mow  soft  and  fresh  over  the  vales  and  hills  of  beau- 
tiful Alabama  and  brave  Tenne 

Professional  New  York  is  adorned  and  strengthened  by  these 
manly  men.  They  are  her  boast  and  her  pride.  With  what 
pride,  then,  should  you,  gentlemen  of  this  Association,  glow — 
should  the  entire  profession  glow — at  such  deserved  success  and 
such  pre-eminence,  when  you  reflect  that  though  environed  by 
section  your  aspirations  are  too  broad  to  be  bound  by  local 
limits.  They  reach  far  beyond,  yet  your  ministration-  are 
among  Southern  women—  the  noble  women  whom  we  all  honor 
and  trust  and  love.  Whence  came  these,  and  from  what  ances- 
try did  they  spring?  Let  the  heraldry  of  Virginia  answer  to 
her  scions  who  have  peopled  all  this  fair  and  sunny  land.  Let 
the  Huguenot  blood  of  the  Carolinas  answer  as  it  speaks  in 
brave,  though  mournful  tones  of  cruel  oppression,  of  religious 
intolerance  and  persecution,  of  expatriation  for  conscience' 
sake  and  freedom  to  worship  God.  Our  women  are  descended 
from  mothers  pure  and  chaste,  noble  and  grand.  In  person 
beautiful,  in  sentiment  lofty,  the  peers  of  the  produest  matrons 
of  England's  noblest  blood — a  type  of  womanhood  the  world 
has  not  surpassed.  To  these  has  been  transmitted  line  physical 
mould,  simple  dignity  of  mien,  lovely  and  gentle  manners,  sym- 
metry of  character  grounded  to  the  perfection  of  matchless  grace. 
These  are  your  mothers,  sisters,  and  wives.  These  are  your 
patrons.  To  such  it  is  your  fortune  to  minister,  for,  beautiful 
as  they  are,  they  are  often  the  victims  of  disease.  How  often 
do  they  pass  under  the  surgeon's  hands  or  try  the  physician's 
skill  ?  How  pitifully  do  they  appeal  to  you  as  stricken  suppli- 
ants? Before  them  bow  deferentially,  do  you  vow  as  you  stand 
beside  them  with  keen,  burnished  blade,  with  strained  nerve, 
tense  and  strong,  with  trained  and  skilful  touch,  and  with  hearts 
pure  and  true.     To  them  ever  be  gentle  and  kind. 

Our  profession  demands  the  holiest  motives  and  the  purest  of 
purposes.  Such  originally  called  you  into  its  ranks  and  holds 
veil  there  by  the  most  imperative  law — the  law  of  beauty  and 
devotion  to  suffering  womanhood — dependent  womanhood,  lean- 
ing trustingly  on  your  strong  professional  arm.  "  Like  the  vine 
the  oak  hath  shaken  off,  she  bends  lovingly  and  lightly  to  her 
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tendrils  again,"  and  appeals  to  yon  for  sympathy,  for  Buccor, 

for  love,  and  for  life.  Be  it  yours,  gentlemen  of  this  Associa- 
tion, to  preserve  your  trust  as  a  heritage  sent  from  God,  the  acme 
of  "  the  true,  the  beautiful,  and  the  good."     (Loud  applan 

RESPONSE    TO   THE    A.  DDR  ESS    OF    WELCOME    BY    PRESIDENT 
DOUGLAS. 

Mr.  Speaker  and  Fellows  of  the  Southern  Surgical  and  Gyneco- 
logical Association :    It  is  my  pleasing  duty  to  mosl  cheerfully 

acknowledge  these  gracious  words  of  hospitality,  this  cordial 
welcome,  so  eloquently  extended  to  us.  It  is  the  aim,  it  is  the 
personal  ambition  of  the  Fellows  of  this  Association  that  some 
of  us  shall  rise  to  be  the  worthy  successors  of  the  distinguished 
men  to  whom  yon,  sir,  so  tenderly  referred.  Permit  me,  then, 
Mr.  Speaker,  on  behalf  of  the  Southern  Surgical  and  ( gyneco- 
logical Association,  to  most  cordially  thank  you  for  the  kindly 
welcome  that  you  have  extended  to  us.  We  feel  that  the  citi- 
zens of  Memphis  and  the  profession  all  have  an  unusual  interest 
in  our  coming,  and  we  trust  that  the  meeting  will  be  profitable 
to  all.     (Applause.) 

Dr.  R.  B.  Maury,  chairman  of  the  Committee  of  Arrange- 
ments, made  the  following  verbal  report : 

REPORT    OF    THE    COMMITTEE    OF    ARRANGEMENTS. 

Mr.  President  and  Members  of  the  Southern  Surgical  and  ( 
cological  Association :  On  behalf  of  the  Committee  of  Arrange- 
ments I  have  to  state  that  a  reception  will  be  given  to  the  Asso- 
ciation by  the  Memphis  Medical  Society  in  the  parlors  of  this 
hotel  to-morrow  (Wednesday)  evening  at  9  o'clock.  All  of  the 
members,  their  wives  and  guests,  it  is  hoped,  will  be  present.  I 
also  take  pleasure  in  announcing  that  there  will  be  tendered  to 
you  by  the  chairman  of  the  Committee  of  Arrangements  a  recep- 
tion at  his  residence,  Tuesday  evening,  at  9  o'clock.  A  cordial 
invitation  is  extended  to  our  invited  guests. 

The  people  of  Memphis  have  looked  forward  with  much  in- 
terest to  your  coming,  and  they  extend  to  yon  a  hearty  welcome. 
It  is  our  desire  to  make  your  stay  in  this  city  in  everyway  com- 
fortable and  pleasant.     (Applause.) 

By  vote  of  the  Council  members  of  the  local  profession  oi' 
Memphis  were  invited  to  participate  in  the  discussions  on  papers. 
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Papers  were  then  read  a<  follow-: 

1.  "  Gunshot  Wounds,"  by  Dr.  William  E.  Parker,  of  New 
Orleans,  La. 

2.  •  Penetrating  Wounds  of  the  Abdomen,"  by  Dr.  F.  W. 
McRae,  of  Atlanta,  Ga. 

3.  "The  Practical  Side  of  the  Treatment  of  Bullet  Wounds 
of  the  Abdomen,"  by  Dr.  H.  H.  Grant,  of  Louisville,  Ky. 

These  papers  were  then  discussed  jointly  by  Drs.  Grant, 
Campbell,  Robinson,  Brown,  Parker,  Westmoreland,  Davis, 
Baxter,  Wilson,  Rodman,  Westmoreland,  Field,  and  the  dis- 
cussion  closed  by  the  essayi 

On  motion,  the  Association  adjourned  until  2.30  r.  m. 

Afternoon  Session. — The  Association  reassembled  at  2.30  p.m., 
and  was  called  to  order  by  the  President. 

4.  "  Plastic  Surgery  in  Gynecology,"  by  Dr.  W.  D.  Haggard, 
Jr.,  of  Nashville,  Tenn. 

5.  "  The  Treatment  of  Complete  Rupture  of  the  Perineum  by 
Dissecting  out  the  Sphincter  Muscle  and  its  Direct  Union  by 
Buried  Sutures,"  by  Dr.  Howard  A.  Kelly,  of  Baltimore. 

These  two  papers  were  discussed  together  by  Drs.  Xoble, 
Bovee,  and  in  closing  by  the  essayists. 

6.  "Treatment  of  Cancer  of  the  Uterus,"  by  Dr..  Lewis  S. 
McMurtry,  of  Louisville,  Ky. 

Discussed  by  Drs.  Rodman,  Lewis,  Hardon,  Kelly,  Bovee, 
Robinson,  Davis,  and  in  closing  by  the  essayist. 

7.  "Fractures  Involving  the  Elbow-joint,"  by  Dr.  John  T. 
Wilson,  of  Sherman,  Texas. 

Discussed  by  Drs.  Cartledge,  Westmoreland,  Tiffany,  Baxter, 
Rogers,  and  in  closing  by  Dr.  Wilson. 

8.  "  The  Use  and  Abuse  of  Normal  Salt  Solution,"  by  Dr. 
J.  Wesley  Bovee,  of  Washington,  D.  C. 

Discussed  by  Drs.  Parker,  Johnson,  Xoble,  Parham,  Cartledge, 
Tiffany,  Kelly,  McMurtry,  Baxter,  McRae,  Brown,  and  in 
closing  by  Dr.  Bovee. 

On  motion,  the  Association  adjourned  until  Wedneday,  9.30 

A.M. 

Second  Day. —  Wednesday,  December  7,  1898. 

Morning  Session. — The  Association  met  at  9.30  a.m.,  and  was 
called  to  order  by  the  President. 
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9.  kl  Conservative  Treatment  of  the  Diseased  Ovary,"  by  Dr. 
Joseph  Taber  Johnson,  of  Washington,  I>.  C. 

Discussed  by  Drs.  Kelly,  Stone,  McMurtry,  Bovee,  Lewis,  and 
in  closing  by  the  essa^  ist. 

At  this  juncture,  in  the  absence  of  either  of  the  Vice-Presi- 
dents, the  Chair  was  taken  by  Dr.  Tiffany,  and  President  Doug- 
Las  delivered  his  address.  He  selected  for  his  subject  "Acute 
( re n era!  Peritonitis." 

On  motion  of  Dr.  McMurtry,  the  unanimous  thanks  of  the 
Association  were  tendered  to  the  President  for  his  very  able 
address. 

On  motion  of  Dr.  Kelly,  the  Secretary  was  instructed  to  issue 
the  address  in  reprint  form  for  convenience  and  distribution. 

10.  "  When  Shall  we  Operate  for  Appendicitis?*1  by  Dr.  A. 
M.  Cartledge,  of  Louisville,  Kv. 

Discussed  by  Dr.  Tiffany,  after  which  further  discussion  was 
postponed  until  the  afternoon  session. 

( >n  motion,  the  Association  adjourned  until  2.30  p.m. 

Afternoon  Session. — The  Association  reassembled  at  2.30  p.m., 
and  was  called  to  order  by  the  President. 

Before  the  discussion  on  Dr.  Cartledge's  paper  was  resumed 
Dr.  Cartledge  was  asked  to  read  his  conclusions,  in  order  to 
restore  the  continuity  of  the  thought,  which  he  did. 

Discussion  was  then  resumed  by  Drs.  Bovee,  Grant,  Parker, 
Kelly,  Rogers,  Stone,  Douglas,  Parham,  and  the  discussion  closed 
by  the  essayist. 

11.  "  Ureteral  Anastomosis,"  by  Dr.  George  H.  Noble,  of 
Atlanta,  ( ra. 

Discussed  by  Drs.  Kelly,  Bovee,  and  in  closing  by  Dr.  Noble. 

12.  "  Cancer  of  the  Breast,"  by  Dr.  Willis  F.  Westmoreland, 
of  Atlanta,  Ga. 

Discussed  by  Drs.  Cartledge,  Parker,  Parham,  and  in  closing 
by  the  essayist. 

The  Auditing  Committee,  consisting  of  Drs.  Baxter,  Hardon, 
and  Wilson,  reported  having  examined  the  books  and  vouchers 
of  the  Treasurer  and  Secretary,  and  found  them  correct  and  the 
books  neatly  kept. 

On  motion,  the  Association  adjourned  until  Thursday,  9.30 
o'clock. 
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Third  Day. —  Ti  3, 1898. 

Morning    •  .--The  Association  met  at  9.30  o'clock,  and 

was  called  to  order  by  the  President. 

13.  "The  Rarity  of  Ovarian  Tumors  in  P  .""  by  Dr. 
LS.               •   Washington,  D.  C. 

Discussed  by  Drs.  Robinson,  Bovee,  Baxter,  and  Johnson. 

14.  "  Penetrating  Wounds  of  the  Chest,"  by  Dr.  J.  B.  Mur- 
.  of  Murfreesboro,  Tenn. 

Discussed  by   Dr<.  Tiffany,   Baxter,  and   in   closing  by  the 

LSt. 

15.  "'Antistreptococcic  Serum  in  Puerperal  Fever,  Erysipelas, 
and  Post-operative  Septic  Fever,"  by  Dr.  W.  L.  Robinson,  of 
Danville,  Va. 

Discussed  by  Drs.  Stone,  Parham,  Bovee,  Westmoreland,  and 
the  discussion  closed  by  the  essayist. 

lfi.  "  Thoracotomy  for  Tumors  Involving  the  Ribs,  with  a 
report  of  Two  Cases  of  Osteosarcoma  of  the  Thoracic  Skeleton," 
by  Dr.  F.  W.  Parham,  of  New  Orleans,  La. 

Discussed  by  Drs.  Tiffany,  Elkins.  Parker,  and  in  closing  by 
the  essayist. 

Dr.  McMurtry  read  the  report  of  the  Council,  as  follows : 

REPORT  OF    THE  COUNCIL. 

The  following  applications  for  membership  are  complete,  and 
the  applicants  are  recommended  : 

Dr.  George  S.  Brown,  Birmingham,  Ala. 

Dr.  Walter  B.  Piatt,  Baltimore,  Md. 

Dr.  F.  T.  Meriwether,  Asheville,  N.  C. 
The  following  applications  were  found  to  be  incomplete,  inas- 
much as  the  requirements  of  the  Constitution  as  to  the  filing  of 
a  paper  with  each  application  for  membership  was  not  fulfilled  : 

Dr.  I.  S.  Watkins,  Montgomery,  Ala. 

Dr.  Herman  Gessner,  New  Orleans,  La. 

Dr.  Erasmus  Fenner,  New  Orleans,  La. 

Dr.  C.  Jeff.  Miller,  New  Orleans,  La. 

Dr.  W.  W.  Taylor,  Memphis,  Tenn. 
These  applicants  are  recommended  for  election  to  membership 
provisionally,  so  that  their  election  will  be  unconditional  when 
the  Constitutional  requirement  already  mentioned  is  complied 
with. 
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The  following  recommendations  as  to  officers,  place,  and  time 
of  meeting  are  submitted  : 

President — Dr.  Joseph  Taber  Johnson,  Washington,  I).  ('. 

its — Drs.  F.  W.  Parham,  New  Orleans,  La.,  and 
W.  L.  Robinson,  Danville,  Ya. 

To  fill  vacancy  in  the  Council  —  Dr.  Louis  McLane  Tiffany,  of 
Baltimore,  Md. 

Place  of  meeting — New  ( Orleans.    Time  of  meeting  to  be  deter- 
mined by  the  Secretary,  with  advice  of  the  Council. 

Respectfully  submitted, 

Richard  Douglas, 

Acting  President  of  the  Council. 

L.  S.   McMurtry, 

Acting  Secretary. 

Dr.  Parker  moved  that  the  report  of  the  Council  be  accepted 
and  adopted  ;  carried. 

The  President  appointed  Drs.  Wilson  and  Stone  to  escort  the 
President-elect  to  the  chair. 

Dr.  Johnson,  in  accepting  the  Presidency  of  the  Association, 
said  :  After  listening  to  the  papers  and  discussions  of  the  last 
three  days,  most  of  you  must  be  tired.  But  a  man  would  have 
the  heart  of  adamant,  which  I  do  not  possess,  to  let  this  occasion 
go  by  without  returning  his  heartfelt  thanks  and  expressing  his 
deepest  and  most  profound  gratitude  for  the  courteous  action  of 
this  Association  giving  to  a  man,  who  has  not  been  a  member  of 
it  from  its  beginning  and  who  expected  nothing  at  this  meeting, 
the  highest  honor  in  its  gift.  It  is  an  honor  to  belong  to  this 
Association,  and  it  is  a  tenfold  greater  honor  to  be  lifted  to  the 
highest  position  in  its  Grift.  I  want  to  assure  you  from  the  bottom 
of  my  heart  that  I  appreciate  most  highly  the  honor  that  you 
have  conferred  upon  me.  To  sit  in  the  chair  which  has  been 
occupied  by  the  illustrious  men  who  have  preceded  me  is  still 
further  an  honor  which  1  greatly  appreciate.  Since  I  became  a 
member  of  the  Association  the  chair  has  been  filled  by  Hunter 
McGuire,  Bedford  Brown,  of  grateful  memory  :  Tiffany,  of  Balti- 
more;  Engelmann,  of  Boston,  but  formerly  of  St.  Louis;  Mc- 
Murtry, of  Louisville;  George  Pen  Johnston,  and  now  Richard 
Douglas,  of  Nashville,  whose  adminstration  has  been  dignified 
and  mosl  able  during  the  last  three  days.  His  master!'. 
scientific  address  of  yesterday  places  the  presidential  occupants 
of  the  chair  in  a  position  where  few  will  be  ever  able  to  equal  it. 
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and  none,  I  am  sure,  surpass  it.     This  Association  has  a  mission 

which  I  hope  we  all  appreciate  in  this  large  Southern  country, 

where  men  are  scattered  more  widely  than  in  those  parts  of  the 

intry  that   are  more  thickly  settled.     This  Association  hi 

which  it  has  I  ■  tmplishing  with  great  ability,  and 

that  is  of  bringing  men  together  from  the  distant  parts  of  the 
Southern  portion  of  our  country  and  of  making  acquaintances, 
forming  friendships  and  associations  which  are  useful  ami  bene- 
ficial to  us  all.  This  is  part  of  the  missionary  work  of  this 
Association,  which  we  hope  it  will  still  further  accomplish  in  the 
future.  There  are  many  men  who  are  working  quietly  in  differ- 
ent parts  of  this  portion  of  our  country  who  ought  to  be  members 
of  this  Association.  They  owe  it  to  themselves,  they  owe  it  to 
us,  and  much  benefit  would  be  derived  from  more  mutual  asso- 
ciation. 

I  trust  the  coming  meeting  in  New  Orleans,  both  in  scientific 
interest  and  good  fellowship,  will  not  fall  behind  any  of  the  pre- 
ceding ones.  I  hope,  too,  the  volume  of  Transactions  which  will 
result  from  the  scientific  work  of  the  Xew  Orleans  meeting  will 
not  fall  behind  any  of  its  predecessors.  Everything  I  can  do  to 
increase  the  interest  of  the  meeting  is  certainly  pledged  to  that 
object.  But  you  know  very  well  the  chairman  can  do  very 
little  except  to  keep  the  body  in  order ;  but  it  is  from  you,  who 
have  so  generously  acted  in  another  respect,  that  I  shall  bespeak 
still  further  generous  action  in  enabling  my  administration  to 
surpass,  if  possible,  the  meetings  that  have  gone  before.  Again 
I  thank  you  for  the  distinguished  honor  conferred,  and  will  de- 
tain you  no  longer  with  remarks.     (Applause). 

Dr.  Douglas,  the  retiring  President,  said  :  In  surrendering 
the  gavel  to  a  gentleman  so  widely  distinguished  for  his  profes- 
sional attainments  and  so  universally  popular  I  feel  that  the 
success  of  the  Southern  Surgical  and  Gynecological  Association 
is  assured  for  another  year.  And  now,  gentlemen,  in  retiring 
from  the  chair  permit  me  to  most  cordially  and  earnestly  thank 
you  for  the  consideration  and  kindness  with  which  you  have 
treated  me.  Without  your  consideration  and  co-operation  I 
am  sure  the  duties  of  the  President  would  have  been  far  more 
arduous.     Gentlemen,  1  thank  you.     (Applause). 

On  motion  of  Dr.  Douglas,  a  vote  of  thanks  was  extended  to 
the  Secretary,  Dr.  Davis,  for  his  efficient  and  valuable  services. 

Dr.  W.  D.  Haggard,  Jr.,  offered  the  following  resolutions  : 

J ii  concluding  the  very  pleasant  and   profitable   session  the 
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Fellows  of  the  Association  desire  to  express  their  appreciation 
for  the  comforts  and  pleasure  of  the  meeting  in  Memphis  ;  there- 
fore, be  i; 

Resolved,  (1)  That  the  heartfelt  thanks  of  the  Southern  Sur- 
gical and  Gynecological  Association  be  tendered  the  Committee 
of  Arrangements  and  its  chairman,  Dr.  R.  !>.  Maury,  for  their 
ample  prevision  for  our  delightful  entertainment. 

(2)  That  the  hospitality  of  Dr.  and  Mrs.  Maury  in  the  enjoy- 
able reception  with  which  they  honored  the  Association  be  hereby 
collectively  acknowledged  by  the  Fellows. 

That  the  Memphis  Medical  Society,  the  profession  of  Mem- 
phis, the  beauty  and  chivalry  which  graced  the  reception  at  the 
Gayoso,  be  accorded  our  appreciative  recognition. 

On  motion,  the  resolutions  were  unanimously  adopted. 

17.  "A  Case  of  Vesico-rectal  Fistula  of  Seven  Years' Stand- 
ing;  Preliminary  Iliac  Colostomy;  Fistula  Closed  at  Fifth 
Operation,"  by  Dr.  George  S.  Brown,  of  Birmingham,  Ala. 

Discussed  by  Drs.  Parker,  Kelly,  Davis,  and  the  discus-ion 
closed  by  the  essayist. 

The  following  papers  were  read  by  title : 

1.  "Abdominal  Opening  for  Intraperitoneal  Surgical  Work," 
by  Dr.  Joseph  Price,  of  Philadelphia,  Pa. 

2.  "  The  Pelvic  Floor:  Its  Functions,  Injuries,  and  Repair," 
by  Dr.  M.  0.  McGannon,  of  Nashville,  Tenn. 

3.  "A  Report  of  Fifty  Prostatectomies,  with  Remarks  on  the 
Treatment  of  Prostatic  Overgrowth  in  the  Aged,"  by  Dr.  John 
P.  Bryson,  of  St.  Louis,  Mo. 

4.  "Remarks  on  the  Surgery  of  the  (Jail-bladder  and  Pile 
Ducts,"  by  Dr.  A.  Y.  L.  Brokaw,  of  St.  Louis,  Mo. 

5.  "Past  and  Present  Surgery  of  the  (Jail-bladder  and  Bile 
Ducts,"  by  Dr.  William  II.  Myers,  of  Fort  Wayne,  Ind. 

6.  "  Surgery  of  the  Pelvic  Organs  without  Speculums  or  Re- 
tractors," by  Dr.  W.  II.  Wathen,  of  Louisville,  Ky. 

7.  "  Ovarian  Cysts  as  a  Complication  of  Pregnancy  and  Labor," 
by  Dr.  J.  W.  Long,  of  Salisbury,   \.  ( '. 

8.  "  Report  of  a  Case  of  Splenectomy  for  Wandering  Ilvper- 
trophied  Spleen,"  by  Dr.  Wyatt  lletlin,  ot   Birmingham,  Ala. 

!).  "  The  .Management  of  Pregnancy  Complicating  Intra- 
abdominal Tumors,  with  Cases,"  by  Dr.  Rufue  P..  Hall,  of  Cin- 
cinnati, ( )hio. 

10.  "  The  History  of  Myomectomy,"  by  Dr. Charles  P.  Noble, 
of  Philadelphia,  Pa. 
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11.  "  Ventro-fixation  for  Etetrodisplacements  of  the  Uterus," 
by  Dr.  R.  J.  Trippe,  of  Chattanooga,  Tenn. 

\'2.  li  Celiotomy  in  the  Treatment  roverted  Pregnanl 

Dterus  when  Incarcerated,"  by  Dr.  Henry  I).  Fry, of  Washing- 
ton, D.  C. 

13.  "Odds  and  Enda  in  Pelvic  Surgery,"  by  Dr.  Walter  B. 
Dorsett,  of  St.  Louis,  Mo. 

14.  "  Mechanical  Aids  in  Intestinal  Surgery,"  by  Dr.  John 
1).  S.  Davis,  of  Birmingham,  Ala. 

15.  "  The  New  Era  in  the  Treatment  of  Nervous  Disei 
by  Dr.  John  B.  Sherwood-Dunn,  of  Boston,  Mass. 

16.  il  Electro-therapeutics  in  Medicine  and  Surgery,"  by  Dr. 
James  McFadden  Gaston,  of  Atlanta,  Ga. 

17.  "  Foreign  Bodies  in  the  (Esophagus,  with  Report  of  Cases," 
by  Dr.  A.  Vander  Veer,  of  Albany,  X.  Y. 

18.  "  Incised  Wounds  of  the  Larynx,"  by  Dr.  Edwin  AValker, 
of  Evansville,  Ind. 

19.  "A  Plea  for  the  Radical  Cure  of  Inguinal  Hernia,  with 
Technique  of  Operation,"  by  Dr.  Dyer  F.  Tallcy,  of  Birming- 
ham, Ala. 

20.  ' '  Report  of  Cases  :  (1)  Ovarian  ( Jyst  from  a  Girl  of  Seven- 
teen, Containing  Five  Gallons  of  Fluid;  (2]  Suppurating  Der- 
moid Cyst  Complicating  Pregnancy,"  by  Dr.  R.  R.  Kime,  of 
Atlanta,  Ga. 

21.  "  Diagnosis  and  Operative  Treatment  of  Tumors  of  the 
Lower  Maxilla,"  by  Edmund  Souchon,  of  New  Orleans,  La. 

22.  "  The  Normal  Position  of  the  Uterus  Defined,"  by  Dr. 
A.  H.  Buekmaster,  of  Charlottesville,  Va. 

'2'.\.  "Observations  upon  Cranial  Operations,  with  Report  of 
Cases,"  by  Dr.  William  Perrin  Nicholson,  of  Atlanta,  Ga. 

24.  "  Craniectomy  for  Microcephalic  Idiocy,"  by  Dr.  H. 
Tuholske,  of  St.  Louis,  Mo. 

25.  "  Tubal  Pegnancy  ;  Primary  Rupture  into  the  Broad  Liga- 
ment and  Secondary  into  the  Peritoneum  ;  Laparotomy,  Conval- 
escence Complicated  by  Septic  Diarrhcea  ami  Metastatic  Abscess 
of  the  Liver;  Transpleural  Hepatotomy  by  Resection  of  the  Rib, 
and  Free  Incision  ;  Recovery,"  by  Dr.  R.  Matas,  of  New  ( )rlcans, 
La. 

On  motion,  the  Association  adjourned  to  meet  in  New  Orleans, 

La.,  in  1899. 

W.  E.  B.  Davis, 


THE  PRESIDENTS  A  DDR! 
ACUTE  GENERAL  PERITONITIS. 


Bi    Ricb  \i:d  Douglas,  M.  I).. 
Nashville,   1 


Afl  President  of  this  distinguished  body  I  am  fully  consi  ions 
of  my  exalted  position  and  deeply  sensible  of  the  friendly 
spirit  and  kindly  good-will  that  has  induced  you  to  so  horn  ti- 
me. This  Assoeiation,  in  the  ten  short  years  of  its  history, 
has  become  renowned  for  the  excellence  of  its  scientific 
work,  the  truthfulness  of  its  records,  and  the  spirit  of  warm 
friendship  that  pervades  its  membership,  and  we  cannot  too 
cordially  express  our  thanks  to  Dr.  W.  E.  B.  Davis,  our 
Secretary,  to  whose  indefatigable  efforts  the  Southern  Surgical 
and  Gynecological  Association  owes  its  existence  and  high 
standing;  nor  are  we  unmindful  of  our  obligations  to  my  dis- 
tinguished predecessors,  who,  by  their  justice,  courtesy,  and 
dignity  in  office  and  wisdom  in  council,  have  guided  our 
deliberations  and  smoothed  our  difficulties. 

Perhaps  a  true  interpretation  of  my  duties  of  the  hour 
would  demand  that  I  address  you  by  recounting  our  i 
deeds  of  prowess,  arranging  in  chronological  order  the  victo- 
ries the  allied  armies —the  science  and  art  of  Burgery — have 
won  in  the  great  battle  against  disease  and  death,  or  in  tell- 
ing of  recent  discoveries,  new  devices,  and  modifications  of 
technique — the  territorial  acquisitions  of  our  profession  :  yet, 
inasmuch  as  the  greatest  latitude  is  granted  me,  I  prefer  to 
restrict  my  remarks  to  a  very  commonplace  subject,  but  one 
in  which  both  branches  of  this  Asso  bit i<m  feci  a  common 
in:  rest — that  of  acute  general  peritonitis. 

-  Burg  l 
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A  proper  appreciation  of  the  time  of  the  Association  will 
not  permit  me  to  discuss  this  subject  in  all  its  phases,  and  for 
that  reason  I  shall  confine  myself  to  an  effort  to  present  to 
you  a  workable  classification.  As  an  introduction  to  the  sub- 
ject I  shall  first  consider  the  attempts  that  have  been  made  to 
form  a  classification  on  a  bacteriological  basis. 

Bacteriology.  A  bacteriological  classification  of  peritonitis 
is  beset  with  many  difficulties,  and,  while  I  am  free  to  admit 
that  for  all  practical  purposes  peritonitis  is  of  bacterial  origin, 
yet  there  occurs  a  respectable  percentage  of  cases  in  which  the 
most  rigid  examination  fails  to  disclose  the  presence  of  micro- 
organisms. Hartmann  and  Moreau  report  in  detail  such  a 
case  recently.  Out  of  110  cases  bacteriologically  classified 
by  Flexner  there  were  twelve  cases  which  he  was  obliged  to 
consign  to  the  idiopathic  group.  It  is  true  that  in  all  of 
these  patients  there  existed  conditions  predisposing  to  perito- 
nitis, such  as  cardiac,  renal,  or  hepatic  disease.  In  the  intensely 
septic  mycotic  form  of  peritonitis  their  absence  may  be  ac- 
counted for  by  the  fulminant  type  of  the  disease,  death  occur- 
ring from  intoxication  before  the  colonies  of  bacteria  are  well 
established.  Any  effort  to  individualize  the  effect  of  a  specific 
bacterium — to  connect  its  presence  with  a  definite  pathological 
phenomenon  and  characteristic  symptomatology — is,  as  yet, 
futile.  That  they  attack  the  peritoneum  in  different  ways  ; 
that  they  possess  a  diversity  of  virulence  and  of  action  ;  and 
that  peritonitis  excited  by  some  varieties  is  more  amenable  to 
treatment  than  others,  is  proved  ;  but  we  cannot,  by  symp- 
toms, distinguish  a  streptococcus  infection  from  one  due  to 
colon  bacillus.  Mikulicz  avers  that  all  forms  of  peritonitis 
run  the  same  clinical  course,  regardless  of  the  bacteria  that 
cause  it.  There  is  a  law  laid  down  by  Maloz  to  the  effect 
that  if  the  peritonitis  is  of  intestinal  origin  the  colon  bacillus 
will  show  it,  if  it  is  of  uterine  origin — that  is,  connected  with 
abortions  or  labor — we  will  find  the  streptococcus.  It  is 
asserted  that  the  colon  bacillus  constitutes  nine-tenths  of  the 
bacteria  of  the  digestive  tract.  The  colon  is  its  natural  habitat, 
but  its  behavior  upon  gaining  entrance  to  the  peritoneal  cavity 
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depends  upon  many  circumstances,  and,  as  Robinson  says, 
this  bacillus  has  many  morphological  conditions,  many  forms 
and  stages.  The  constancy  of  its  presence,  however,  in  peri- 
tonitis since  the  demonstrations  of  Welch  and  others  of  it- 
capacity  of  transmigration  through  the  bowel,  has  led  many 
to  attach  to  it  great  significance  as  an  etiological  factor  ;  but 
its  association  with  other  forms  of  micro-organisms  renders 
the  first  proposition  of  Maloz's  law  null  and  void.  To  say 
that  streptococcus  peritonitis  is  of  uterine  origin  is  assuming 
entirely  too  much.  Would  we  be  willing  in  any  medico-legal 
case  to  charge,  if  a  peritoneal  fluid  revealed  streptococcus  cul- 
tures, that  pregnancy  had  existed?  In  a  recent  number  of 
the  Medical  Record  William  R.  Pry  or  records  a  case  of  strep- 
tococcus peritonitis.  Two  specimens  were  examined.  Scrapings 
from  the  uterine  cavity  showed  pure  growths  of  streptococcus. 
In  the  twelve  ounces  of  pus  that  escaped  through  the  cul-de- 
sac  incision  from  the  cavity  there  was  "  an  abundant  growth 
of  bacilli,  with  a  small  number  of  colonies  of  streptococci." 
When  the  gauze  was  first  removed  from  the  peritoneal  cavity 
the  culture  from  a  specimen  of  pus  taken  then  showed  only 
the  colon  bacillus,  no  streptococcus.  Whose  child  was  this 
peritonitis? — the  colon  bacillus  or  the  streptococcus?  The 
clinical  symptoms  given  do  not  justify  it  being  assigned  ex- 
clusively to  one  or  the  other;  the  bacteriological  examination 
certainly  revealed  the  bacillus  as  the  most  predominant  and 
persistent  germ,  yet  it  was  reported  as  a  streptococcus  perito- 
nitis. 

The  microscopical  findings  in  just  such  a  ease  vitiate  any 
such  law  as  Maloz  has  attempted  to  establish.  If  we  interpret 
Maloz's  law  correctly  the  absence  of  streptococci  would  elimi- 
nate the  possibility  of  peritonitis  being  of  puerperal  origin. 
In  rebuttal  of  this  idea  I  would  quote  from  Winekel.  lie 
Bays:  "  Kroenig  examined  all  parts  of  a  uterus  of  a  woman 
dead  from  infection,  and  found  not  only  the  superficial  thrombi 
at  the  placental  site  thickly  filled  with  bacteria,  but  also  the 
Ufl  lining  of  the  peritoneum. "  This  case  -hows  that  we 
can  have  a  peritonitis  following  abortion  without  .streptococci, 
and  it  further  shows  that   the  colon  bacillus  without  an  intes- 
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tinal  lesion  may  produce  a  fatal  peritonitis;  yet  there  Lb  do 
fact  so  well  established  as  that  the  streptococcus  is  the  most 
frequent  exciter  ami  that  it  is  the  predominant  pus-producing 

micro-organisms  in  the  lymphatic  system — a  position  strongly 
maintained  by  Frankel.  No  doubt  too  much  importance  has 
been  ascribed  to  the  colon  bacillus,  and  "  it  is  interesting  to 
find  that  Tavel,  who  was  among  the  first  to  emphasize  the 
pathogenic  powers  of  the  bacillus  coli  communis,  now  thinks 
it  the  bacillus  of  minor  importance  in  the  etiology  of  perito- 
nitis" (Curtis.)  He  holds,  further,  that  the  very  name  of 
the  bacillus  coli  should  be  considered  merely  a  collective  name 
of  many  varieties  of  bacteria. 

The  well-known  character  of  staphylococcus  to  produce  a 
limited  area  of  infection  practically  eliminates  it  as  an  etiolog- 
ical factor  in  general  peritonitis  ;  its  presence  in  connection  with 
other  micro-organisms  is  frequently  demonstrated. 

As  soon  as  it  was  established  that  puerperal  sepsis  and  its 
fatal  complication,  peritonitis,  is  a  preventable  disease  it  was 
but  natural  for  the  surgeon  to  seek  some  loophole  through 
which  he  might  escape  censure  should  he  be  so  unfortunate 
as  to  have  it  occurring  in  his  practice ;  and  we  all  know  how 
quickly  his  ingenuity  came  to  the  rescue,  and  deaths  were 
ascribed  to  auto-infection  from  ruptured  pus-tube  due  to  the 
mechanical  violence  of  labor.  How  easy  it  is  to  get  a  clinical 
history  upon  which  gonorrheal  infection  may  be  assumed  ! 
In  a  much-quoted  and  rather  vaunted  symposium  upon  peri- 
tonitis the  author  attaches  great  importance  to  the  gouorrhoeal 
origin  of  peritonitis,  and  speaks  of  the  rupture  of  pathogenic 
cysts  of  gonorrhoea!  origin  during  the  mechanical  violence  of 
labor.  How  are  these  ideas  sustained  by  bacteriologists? 
Bumm  and  Saenger,  in  their  experiments,  limited  the  patho- 
genic property  of  the  gonococcus  to  the  superficial  surface  of 
the  mucous  membrane  and  of  the  peritoneum,  claiming  that 
it  never  entered  the  blood  or  lymph-channels,  consequently 
could  not  cause  general  sepsis;  and,  therefore,  if  general  peri- 
tonitis occurred,  although  the  existence  of  gonorrhoea  was  well 
established,  the  peritonitis  was  due  to  a  mixed  infection.    Con- 
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traryto  the  observation  of  Humm  and  8aenger,Wertheim  Baw 
the  bacteria  of  Neisseron  the  surface  of  the  peritoneum  creep- 
ing id  along  under  the  serosa  into  the  deeper  tissues  and  pene- 
trating single  muscle-bundles.  He  further  demonstrated  that 
a  pus-tube  of  gonorrhoea!  origin  never  contained  any  other 
pyogenic  bacteria.  Menge  confirmed  this  statement — that 
gonoeocci  rarely  form  a  symbosis  with  other  bacteria — and 
demonstrated  the  presence  of  this  bacterium  in  the  muscular 
wall  of  the  tube.  These  experimenters  prove  that  the  human 
peritoneum  can  be  and  is  liable  to  inflammation  by  the  gono- 
C0CCU8  (Winckel) — a  fact  that  has  been  thoroughly  established 
by  numerous  later  observers.  Sufficient  has  been  said  to 
show  that  the  bacteriological  classification  of  acute  peritonitis 
is,  as  yet,  premature  and  unsubstantial,  for  this  reason  :  the 
observations  of  the  bacteriologist  are  either  experimental, 
post-operative,  or  post-mortem,  and  therefore  not  applicable 
for  diagnostic  purposes,  and  even  in  the  hands  of  skilled 
pathologists  the  results  are  contradictory  and  unreliable. 

No  better  argument  against  bacteriological  classification  can 
be  adduced  than  the  words  of  Simon  Flexner,  who  says  :  "In 
order  that  pathogenic  bacteria  introduced  directly  into  the  peri- 
toneal cavity  may  cause  a  peritonitis,  general  or  circumscribed, 
evanescent  or  fatal,  the  normal  conditions  of  the  peritoneum 
must  in  some  way  be  modified."  It  must  be  clear,  then,  that 
in  the  human  being,  as  in  experimental  animals,  some  other 
condition  than  the  mere  presence  of  pathogenic  micro-organ- 
isms in  the  abdominal  cavity  is  necessary  in  order  that  perito- 
nitis may  be  produced.  Bacteria  alone  and  unaided  by  physical 
conditions  are  comparatively  innoxious. 

From  out  of  the  confusion  and  uncertainty  of  a  bacterio- 
logical study  of  peritonitis  we  naturally  seek  for  something 
more  practical, and  we  accept  as  a  beacon  the  admission  of  the 
bacteriologist  that  some  other  factor,  mechanical  or  chemical, 
must  be  present  in  order  to  render  the  peritoneum  susceptible 
to  the  invasion  of  micro-organisms.  Is  not  the  disease  sup- 
plying these  conditions  the  source,  the  initial  Lesion  from 
whence  the   bacteria   gain    their   power?      And   such   disease, 
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then,  is  the  true  cause.  Peritonitis  is  but  an  extension  of  a 
primary  pathology.  The  only  exceptions  we  must  make  to 
this  are  those  few  eases  in  which  the  cause  has  not  yet  been 
demonstrated,  and  honesty  compels  us  to  assign  them  to  the 
idiopathic  group.  A  classification,  then,  based  upon  the  eti- 
ology of  the  disease,  appeals  to  us  from  its  scientific  exactness  ; 
it  admits  of  clinical  adaptation  ;  it  forever  destroys  the  false 
hopes  of  medication  and  serum-therapy,  and  spurs  the  sur- 
geon on  to  action,  very  definitely  guiding  him  in  his  under- 
taking. Restricting  our  consideration  entirely  to  acute  gen- 
eral peritonitis,  we  find  that  it  occurs  from  traumatic  or 
consecutive  causes,  and,  as  these  terms  are  broadly  used, 
perhaps  it  is  well  to  explain  that  under  the  head  of  traumatic 
peritonitis  is  embraced  all  infective  inflammations  arising 
from  wounds  of  the  peritoneum,  whether  accidental  or  opera- 
tive, penetrating  or  non-penetrating.  Consecutive,  secondary,, 
or  symptomatic  peritonitis  may  be  subdivided  into  two  varie- 
ties :  (1)  peritonitis  by  continuity  and  (2)  perforation  perito- 
nitis. 

Traumatic  Peritonitis.      We  must  embrace  under  this  head 
all  forms  of  peritonitis  due  primarily  to  a  trauma.      The  de- 
struction of  tissue,  the  retention  of  blood-clots  and  natural 
secretions  prepares  a  suitable  soil  for  microbic  invasion,  and 
this  essential  infecting  element  may  be  introduced  from  with- 
out, as  through  penetrating  gunshot,  stab,  or  operative  wounds, 
under  which  circumstances  it  is  usually  a  poly-infection,  the 
streptococcus  predominating.      There  are  also  contusions  of 
the  abdomen,  without  an  external  wound,  which  so  injure 
and  lower  the  resistance  of  the  tissue  as  to  favor  the  migration 
of  the  intestinal   micro-organisms  and  their  infection  of  the 
general  cavity.      The  most  serious  types  of  traumatic  perito- 
nitis are  those  of  post-operative  origin,  and  while  it  is  true 
that  modern  ascepticism  has  to  a  great  extent  eliminated  this 
bite  noir  of  the  early  laparotomist,  yet  its  occurrence  is  suffi- 
ciently frequent  with  all  of  us  for  me  to  repeat  with  emphasis 
the  striking  words  of  Xanerede  :   "  No  perfection  of  aseptic 
technique  will  invariably  render  innoxious  faults  or  misfor- 
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tunes  of  operative  technique."  The  needle—  exposure  of  the 
peritoneum  to  chilled  atmosphere,  rude  manipulations,  the 
destruction  of  the  peritoneal  endothelium  by  vigorous  spong- 
ing, the  failure  to  barricade  with  gauze  the  healthier  tissues 
while  dealing  with  an  infected  area,  neglect  to  coverall  raw- 
surfaces  with  peritoneum,  ligature  en  masse  of  great  chunks 
of  tissue,  unnecessary,  improper,  or  insufficient  drainage  are 
some  of  the  errors  of  technique  which  we  commit  in  violation 
of  the  principles  of  surgery  and  common  sense  in  our  idola- 
trous attention  to  the  almighty  germ. 

ndary  Peritonitis.  The  supervention  of  acute  general 
peritonitis  as  secondary  to  pre-existing  disease  proa 
braces  in  its  etiology  infective  inflammations  not  only  of  all 
intraperitoneal  viscera,  but  all  organs  or  tissues  contiguous 
thereto;  and  it  does  not  appear  to  me  to  be  too  broad  if  we 
include  within  its  scope  those  peritonitides  of  hematogenic 
or  metastatic  origin,  for  it  is  well  established  that  the  specific 
germs  of  diphtheria,  scarlet  fever,  pneumonia,  and  erysipelas 
have  produced  acute  general  peritonitis. 

J}<  ritonitis  by  continuity  is  the  uninterrupted  extension  of 
the  inflammation  from  an  infected  area  to  the  peritoneum, 
and  is  accomplished  by  the  invading  army  of  micro-organisms 
through  the  lymphatics,  blood-channels,  or  by  direct  pen  na- 
tion of  the  tissues.  The  reactionary  inflammation  which 
determines  the  localization  or  diffusion  depends  upon  the 
virulence  of  the  bacteria,  the  resistance  of  the  tissues,  and, 
what  is  too  frequently  overlooked,  but  impressively  stated  by 
McBurney,  the  individual  resistance  of  the  patient.  Puerperal 
peritonitis  of  streptococcus  origin  conspicuously  illustrates 
inflammation  by  continuity.  It  is  immaterial  whether  the 
infection  atrium  is  the  vagina,  cervix,  or  at  the  placental  Bite. 
The  progress  of  the  infection  to  its  fatal  termination,  Leaving 
the  uterine  muscle  relaxed,  succulent,  and  paralyzed;  the 
connective  tissues  -eft,  (edematous,  and  jelly-like;  the  lym- 
phatics varicoeed,  "dilated  like  the  beads  of  a  roflary,,(Winckel), 
their  walls  thickened,  contents  oft. mi  purulent  throughout; 
intramuscular  lacuna?  of  pus,  destroyed  thrombi,  i>  the  wasted 
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territory  over  which  the  avenging  army  of  invasion  has 
marched  to  the  peritoneum;  or  else  they  may  creep  through 
the  tissues,  leaving  no  trace  of  their  progress  until  the  field 
of  battle — the  peritoneum — is  reached.     That  there  are  local 

and  constitutional  conditions  in  the  puerperal  state  rendering 
susceptible  these  patients  to  the  diffusion  of  infection  which 
does  not  obtain  under  other  circumstances,  goes  without  say- 
ing;  yet  septic  areas  in  the  liver,  spleen,  pancreas,  appendix, 
kidneys,  mesenteric  glands,  vertebra,  lungs,  pleura,  abdominal 
parietes,  genito-urinary  tract,  and  neoplasms,  by  extension 
without  perforation,  may  give  rise  to  a  general  peritonitis. 
The  peculiar  pathogenic  organism  in  a  peritonitis  so  excited 
varies  with  the  character  of  the  initial  cause.  In  the  begin- 
ning we  may  have  been  concerned  alone  with  the  streptococcus, 
the  staphylococcus,  or  the  diplococcus,  a  bacillus  typhosus  or 
the  amoeba  dysenterica ;  it  is  the  exception  for  a  consecutive 
or  secondary  peritonitis  to  yield  a  pure  culture;  sooner  or  later 
the  colon  bacillus  enters  upon  the  stage  to  play  its  part,  what- 
ever that  may  be.  In  intestinal  obstruction  with  arrested 
peristalsis,  stagnant  circulation,  and  fermenting  contents  we 
have  the-well-appointed  stage,  the  locus  minoris  resistentire, 
upon  which  the  bacillus  coli  plays  the  star  engagement. 

Perforation  jicritonilis  is  the  next  subdivision  of  secondary 
peritonitis.  The  sudden  opening  of  a  focus  of  suppuration 
and  the  discharge  of  its  contents  into  the  peritoneal  cavity, 
whether  it  be  from  hepatic  abscess,  a  pus-tube,  or  mesenteric 
gland,  is  a  true  illustration  of  perforation  peritonitis  ;  yet  the 
inflammation  and  systemic  infection  following  is  not  neces- 
sarily so  conspicuous.  The  duration  of  the  primary  disease, 
the  virulence  of  the  micro-organism,  the  preparedness  of  the 
peritoneum  by  fortifications  of  adhesions,  the  general  condi- 
tion of  the  patient,  are  all  circumstances  which  may  modify 
and  circumscribe  the  peritonitis.  It  is  more  common  for  per- 
foration peritonitis  to  occur  as  a  result  of  ulceration  of  the 
wall  of  some  of  the  hollow  viscera,  as  in  peptic;  ulcer,  typhoid 
and  dysenteric  intestinal  ulceration,  duodenal  and  appendicular 
ulceration.      Such  a  pathological  communication  established 
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with  the  peritoneal  cavity  is  vastly  more  important  than  any 
of  the  other  secondary  forms;  for  then  escape  in  activity  and 
virulence  large  numbers  of  bacteria,  accompanied  by  the  con- 
tents of  the  viscua  so  perforated,  which  in  itself,  if  rendered 
sterile,  would  by  its  mechanical  and  chemical  action  excite  an 
aseptic  inflammation.  With  perforation,  then,  we  have  the 
three  essential  prerequisites  for  an  active  inflammation — a 
foreign  substance,  chemical  irritation  (hence  lowered  resist- 
ance), and  bacteria.  It  is  not  surprising,  then,  that  the 
majority  of  cases  of  acute  general  peritonitis  fall  under  the 
etiological  class  of  perforation  peritonitis.  The  diseased  pro- 
cess leading  to  perforation  may  have  been  exceedingly  slow 
— so  latent  in  its  form  and  symptoms  a>  to  be  wholly  unsus- 
pected, as  in  duodenal  or  gastric  perforations  ;  or  it  may  occur 
as  the  legitimate  pathology  of  a  specific  disease,  as  in  typhoid 
ulceration.  However  that  may  be,  the  knowledge  that  per- 
foration peritonitis  is  a  symptomatic  condition  should  direct 
us  at  once  in  our  clinical  investigation,  and  we  know  that 
certain  areas  of  the  peritoneum — certain  districts  of  the  abdom- 
inal cavity,  the  appendicular,  duodenal,  and  stomach  regions 
in  the  order  named — are  particularly  liable  to  invasion  by 
perforation,  just  as  we  know  that  the  pelvis  is  more  frequently 
the  site  of  localized  peritonitis  by  continuity.  The  location  of 
the  perforation  has  other  than  a  diagnostic  bearing.  Unless 
the  process  has  been  gradual  and  nature  has  had  time  to  estab- 
lish adhesions,  the  higher  in  the  peritoneal  cavity  the  perfora- 
tion the  greater  the  tendency  to  diffusion  and  general  infection. 
For  this  reason  a  duodenal  or  gall-bladder  perforation  is  rela- 
tively more  serious  than  a  ruptured  Fallopian  tube.  I  do  not 
wish  to  convey  the  idea,  however,  which  seems  to  possess  more 
than  one  writer  on  this  subject,  that  infection  does  not  spread 
from  the  pel  vis  because  it  is  uphill,  and  that  a  gastric  ulcer  is 
generally  surrounded  by  adhesions,  and  the  peritoneum  escapes 
general  infection  because  the  bacteria  cannot  climb  over  the 
transverse  colon. 

We  all  know  that  general    peritonitis   and   profound   septic 
nt  txication  may  follow  perforation  of  the  appendix  when  that 
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organ  lies  deep  in  the  cavity  of  the  pelvis.  The  intraperito- 
neal <  urrents  quickly  cany  the  toxins  to  the  great  absorptive 
area,  the  under  surface  of  the  diaphragm. 

The  conclusions  that  we  may  draw  from  this  etiological 
study  of  peritonitis  may  be  thus  summarized  :  Traumatic 
peritonitis,  especially  the  post-operative  variety,  is  essentially 
a  grave  condition,  not  only  because  there  is  immediate  or  pri- 
mary inoculation  of  the  peritoneum,  but  the  conditions  are  all 
favorable  for  germ-culture  and  dissemination.  Peritonitis 
by  continuity  may  become  general  and  prove  rapidly  fatal, 
but  this  is  not  the  rule  except  in  puerperal  cases.  Contrary 
to  the  expressed  opinion  of  more  than  one  writer,  there  is 
nothing  peculiar  about  the  peritoneum  of  the  caecum  or  appen- 
dix or  the  true  pelvis  which  accounts  for  the  more  frequent 
localization  of  inflammation  in  these  regions  than  in  other 
areas  of  the  abdomen.  The  method  of  invasion,  the  activity 
of  the  process,  and  the  resistance  of  the  patient  alone  deter- 
mines the  local  or  general  type  of  peritonitis.  The  force  of 
gravity  is  a  minor  element  in  limiting  peritonitis  to  the  pelvis. 
Visceral  perforation,  whether  traumatic  or  pathologic,  is  an 
ideal  condition  for  germ-culture  and  the  elaboration  of  toxins. 
Their  rapid  absorption  and  general  diffusion  throughout  the 
peritoneum  sufficiently  explains  the  grave  state  into  which  the 
patient  is  preciptated.  It  may  be  asserted  that  the  clinical 
course  and  pathological  expression  depend  largely  upon  the 
nature  of  the  exciting  cause,  the  character  of  the  pre-existing 
disease  or  injury,  and  the  mode  of  invasion.  Without  attempt- 
ing to  formulate  any  definite  pathological  classification  of 
general  peritonitis,  and  to  adapt  each  to  its  special  cause,  I 
prefer  to  direct  my  efforts  to  simplifying  and  dispelling  the 
confusion  that  exists.  I  accept  with  slight  reservation  the 
now  almost  universally  conceded  idea  that  acute  general  peri- 
tonitis is  and  must  be  septic — that  is,  of  bacterial  origin — but 
I  do  maintain  that  we,  as  surgeons,  do  not  understand  each 
other,  nor  have  all  of  us  a  clear  conception  of  what  is  meant 
by  septic  peritonitis.  It  has  been  a  race  for  life  between  the 
practical  surgeon  and  bacteriologist  as  to  who  should  claim 
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the  honor  of  naming  the  pathological  phenomena  In  this  great 

serous  bursa.  I  maintain  that  the  surgeon  is  alone  competent 
to  define,  classify,  and  prognosticate  the  protean  types  of  this 
disease.  The  confusion  that  exists  is  attributable  to  his  cour- 
teous effort  to  adapt  his  clinical  observations  to  the  findings 
of  the  bacteriologist.  That  men  are  honest,  painstaking,  and 
accurate,  goes  without  saying;  yet  how  can  we  reconcile  the 
report  of  McCosh's  last  series  of  eight  cases  of  general  septic 
peritonitis  and  six  operative  recoveries  with  the  experience  of 
Senn,  "  of  many  cases  of  diffuse  septic  peritonitis  without  a 
single  successful  result?"  The  answer  certainly  is  not  in  the 
superior  skill  or  special  technique  of  the  operator,  but  it  is  to 
be  found  in  an  analytical  study  of  McCosh's  cases — six  of 
them  were  purulent  peritonitis  and  two  serous  peritonitis — 
not  the  class  of  cases  referred  to  by  Senn  at  all.  Again,  that 
beautiful  English  writer  and  eminent  surgeon,  Lockwood, 
defines  septic  peritonitis  as  a  bacterial  invasion  with  varied 
clinical  reflexes,  unmindful  of  the  pressing  necessity  of  spe<  i- 
fi rally  defining  septic  peritonitis;  but  his  colleague,  Frederick 
Treves,  is  more  practical,  and  draws  a  sharp  distinction  be- 
tween the  varieties  of  peritonitis,  and  is  unmistakably  clear 
in  his  definition  of  diffuse  septic  peritonitis,  emphasizing  its 
virulent  feature,  septicaemia,  and  the  comparatively  insignifi- 
cant peritoneal  pathology.  The  German  surgeons  are  more  in 
accord  with  each  other.  Enthusiastic  bacteriologists,  they  are 
none  the  less  expert  pathologists'  and  skilled  surgeous,  and 
they  have  clearly  differentiated  the  deadly  diffuse  septic  peri- 
tonitis from  all  forms  bearing  effusion.  Their  conception  of 
the  condition  is  clearly  stated  by  Tietze,  who  defines  diffuse 
septic  peritonitis  to  be  "that  form  of  peritonitis  in  which 
there  is  little  or  no  exudate,  severe  symptoms  of  intoxication, 
and  terminating  rapidly  fatally."  That  this  definition  most 
appropriately  describes  many  cases  of  post-operative  and  per- 
foration peritonitis  every  Fellow  of  this  Society  will  sadly 
admit,  and  that  there  is  a  wide  difference,  as  yet  an  nnbridged 
chasm, separating  these  foudroyant  types  of  infection  from  the 
milder  cases.      Some  four  years  ago  1   submitted  at  our  Char- 
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lestoo  meeting  a  report  of  eight  cases  of  general  peritonitis 
subjected  to  operation,  with  four  recoveries  and  four  deaths. 
I   dealt  with  them  all  as  eases  of  general  septie  peritonil 
from    a    misconception    of    the    term.      Two    of    them    only 
belonged    to    this  class,   and    they    terminated    fatally  ;     the 
others  were  cases  of   general   purulent  peritonitis,  with  two 
deaths  and  four  recoveries.     I  am  very  well  pleased  with  my 
percentage  of  recoveries  yet,  but  disgusted  with  my  classifica- 
tion.    I  did  not  discriminate  between  diffuse  septic  peritonitis, 
dying  in  twelve  hours  with  profound  toxaemia,  and  dry  peri- 
toneum after  perforation  of  an  appendix,  and  one  of  perfora- 
tion with  enormous  purulent  effusion,  but  mild  symptoms  of 
sepsis.      This  error  of  mine  is  the  common  one  with  the  pro- 
fession, and  it  is  the  outcome  of  an  attempt  to  classify  peri- 
tonitis bv  the  character  of  the  exudate.      The  terms  serous, 
hemorrhagic,  fibrinous,  suppurative,  or  putrid  peritonitis  con- 
vey but  a  superficial  observation  that  the  merest  tyro  might 
make,  and  in  no  sense  does  it  designate  the  origin,  define  the 
general  condition  of  the  patient,  or  determine  the  prognosis 
of  the  case.     The  various  effusions  are  but  physical  expres- 
sions of  the  intensity  of  the  infective  process  upon  the  one 
hand  and  the  degree  of  phagocytosis  on  the  other ;  or,  ex- 
pressed   otherwise,   a    fibrinous   peritonitis    indicates   a   mild 
infection  or  a  strong  effort  on  the  part  of  the  peritoneum  to 
limit   or   localize  a  severe   inflammatory  condition,   while  a 
purulent  accumulation   denotes  a  virulent  infection  or  else 
weaker  resistance — breaking  down  nature's  attempt  at  fibrin- 
ous barriers.     Our  surgical   memoranda  abound  with   eases 
bombastically  described  as  "  general  septic  peritonitis,"  "  belly 
full  of  pus/'  "  intestines  swimming  in  pus,"  "  quarts  of  pus 
gushing  forth,"  "  pus  from  diaphragm  to  pelvis,"  "  operation 
and  recovery,"  conveying   the   idea    that   the   more  pus  the 
greater  the  skill  of  the  surgeon. 

If  we  are  correct  in  assuming  that  acute  general  peritonitis 
has  as  one  of  the  potent  factors  in  its  production  bacteria  and 
their  products,  it  is  unfortunate  to  confound  our  nomenclature 
with  the  term  septic  peritonitis.     It  is  true  that  if  it  could  be 
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sufficiently  explained  that  the  word  septic  referred  to  the  gen- 
eral condition  of  the  patient,  perhaps  it  would  not  be  so  delu- 
sive; hnt  even  then  it  would  be  unfortunate,  for  it  would  be 
only  a  relative  term.  All  of  us  have  seen  cases — exceptional, 
it  is  true — that  have  gone  on  for  some  hours,  perhaps  days, 
bearing  a  large,  purulent  effusion  with  pulse,  temperature, 
and  respiration  within  normal  hounds.  Is  it  not  more  de- 
scriptive and  less  confusing,  when  we  wish  to  convey  the  idea 
of  intense  systemic  infection,  to  accept  the  term  of  intestino- 
peritoneal  septicemia  ? — first  used,  I  believe,  by  Dr.  Malcome, 
of  Edinburgh  ;  and  I  use  this  term  synonymously  with  that 
of  diffuse  or  general  septic  peritonitis.  The  macroscopical 
appearance  of  the  peritoneum  in  this  condition  is  not  indica- 
tive of  the  intense  systemic  infection.  Death  occurs  in  these 
cases  from  nerve-shock  and  the  rapid  absorption  of  intestinal 
toxins  escaping  through  the  perforation  before  pronounced 
peritoneal  inflammation  can  occur.  A  few  ounces  or  less  of 
indifferent  fluid  is  all  that  we  may  see  in  some  instances.  If 
the  patient  survives  long  enough  the  general  peritoneum  may 
appear  scarlet-red  and  dry  (Robinson). 

Inte.-tino-peritoneal  septicaemia  is,  then,  acute  general  septic 
peritonitis;  it  is  the  acute  diffuse  septic  peritonitis  of  some 
authors.  The  word  diffuse  is  misleading.  Greig  Smith  de- 
fines  "diffusive  peritonitis"  to  be  "from  extravasation  of 
aseptic  fluids,''  but  as  I  understand  it  it  implies  a  wide-spread, 
boundless  dissemination  of  an  infection.  A  serous,  hemor- 
rhagic, or  purulent  effusion  is  general  when  it  is  diffuse  ; 
therefore,  when  we  say  general  peritonitis  we  have  no  use 
for  the  additional  adjective  diffuse. 

The  etiological  classification  of  peritonitis  places  it  as  sub- 
sidiary to  the  primary  lesion  which  produces  it,  and  its  prac- 
tical import  is  its  local  origin.  A  painstaking  investigation 
into  the  clinical  history  will  usually  determine  the  organ  or 
Btructure  primarily  involved.  The  symptoms  and  physical 
sign-,  if  the  case  Is  -ecu  sufficiently  early,  will  ^till  further 
aid  us  in  incriminating  the  part  under  suspicion.     This  valu- 
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able  diagnostic  evidence  does  not  conform  to  any  stereotyped 
expression — the  symptomatology  of  peritonitis  is  as  varied  as 
its  causes.  We  cannot,  by  the  presence  of  any  striking  symp- 
tom or  group  of  symptoms,  arrive  at  a  decision  in  a  doubtful 
.  but  from  the  whole  picture  we  form  our  conclusions. 


GUNSHOT   WOUNDS. 


By  \V.   E.   Pabkbr,  M.D. 

New  Orleans. 


I  had  hoped  to  present  to  you  some  statistics  to  support 
some  observations  as  to  the  effect  of  bullets  during  the  late 
campaign  in  Cuba,  but  have  been  unable  to  obtain  them.  In 
reply  to  a  letter  to  my  late  chief,  Major  and  Surgeon  L.  A. 
LaGarde,  who  was  chief  surgeon  at  the  Reserve  Divisional 
Hospital  at  Siboney,  I  received  a  letter  telling  me  that  even 
at  this  late  date  there  wti'e  no  B^jji&tjes  in  the  Surgeon-Gen- 
eral's office  that  would  be  of  value,  am]  .that  ivy  own  memory 
would  probab1/  be  more  accurate,  so  no  aeeunue  records  can 
be  prcscuied.  The  cases  on  which  my  conclusions 'are  based 
were  seen  op  the:  hospital;  sjnp  Olivette  and  at  the-  Reserve 
Divisional  or  Base  Hospihd  at  Sibcney.  Surgery  with  troops 
in  the  field  is  a  very  different  thing  from  surgery  in  civil  life. 
At  both  of  the  hospitals,  on  shore  and  on  the  hospital  ship 
Olivette,  we  were  very  short  of  surgeons,  hospital  corps  men, 
nurses,  and  medical  and  surgical  supplies.  On  the  Olivette 
there  wras  comparatively  little  surgery  done,  as  the  operating 
there  was  confined  to  those  wounded  at  Las  Guasimas.  After 
this  fight  nearly  all  of  those  requiring  operation  were  Bent  to 
the  Reserve  Divisional  Hospital  at  Siboney.  For  each  hos- 
pital there  was  supposed  to  have  been  a  hospital  company  of 
one  hundred  and  six  men  ;  but,  as  a  matter  of  fact,  I  do  not 
believe  that  either  of  the  hospitals  or  the  Olivette  had  a  third 
of  this  number.  Of  these  nearly  all  were  recruits  and  knew 
nothing  of  nursing  or  assisting  in  operations.  The  Dumber 
of  surgeons  was  so  limited  that  none  of  them  could  be  spared 
to  act  a-  assistants  during  operations,  so  untrained    help  was 
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the  rule  rather  than  the  exception.  We  were  rushed  off  with- 
out any  ambulances  and  with  but  few  litters,  so  after  the  first 
fight,  and   the  early  part  of  the  second,  it  was  difficult  to  got 

the  wounded  back  at  all.  As  some  of  you  may  know,  every 
regular  soldier  carries  first  aid  packages  containing  gauze, 
bandages,  and  slings,  and  all  are  drilled  in  their  use.  This 
wise  provision  was  of  great  assistance  to  us,  as  the  wounds 
were,  as  a  rule,  in  good  condition  when  they  reached  us.  It 
may  be  of  interest  to  you  to  know  that  so  far  as  can  now  be 
learned,  there  were  but  three  primary  amputations,  all  for 
shell  injuries,  and  five  secondary  amputations,  all  of  which 
were  for  gangrene,  the  result  of  wounded  bloodvessels — a 
marked  contrast  to  the  results  in  the  civil  war.  This  result 
was  probably  due  to  better  antiseptics  and  the  small  calibre  of 
the  Mauser  bullet.  The  great  drawback  to  the  modern  small- 
calibre  bullet  is  that  it  does  not  stop  a  man  unless  it  strikes 
so  as  to  cause  a  fairly  serous  wound.  I  saw  two  men 
who  were  shot  seven  times  before  they  stopped.  For  just 
such  a  reason  the  English  had  to  lesort  to  the  oO-called  dum- 
dum bullet  in  India,  and  we  would  probably  have  had  to  have 
a  lead-tipped  bullet,  toe,  if  at  war  with  a  nation  of  an  aggres- 
sive type.  Generally  sp.akinr,  th;;  wounds  caused  by  the 
Mauser  and  Krag-Jorgensen  bullets  were  very  similar  except 
in  the  brain.  Major  Alfredo  Garcia,  the  Spanish  chief  sur- 
geon, through  whose  courtesy  I  was  enabled  to  examine  the 
Spanish  wounded,  told  me  that  they  had  but  one  case  of  brain 
injury  to  live  as  long  as  three  days.  The  Spaniards  did  not 
open  any  skulls  and  did  not  open  any  abdomens.  I  have  not 
seen  any  figures  as  to  Spanish  losses,1  so  give  you  Major  Gar- 
cia's  figures.  He  told  me  that  they  had  675  wounded,  381 
killed,  and  213  missing  and  unaccounted  for.  I  believe  these 
figures  to  be  correct.  The  Spaniards  were  in  bad  physical 
condition,  and  many  died  from  their  wounds. 

I  did  not  meet  any  surgeon  who  saw  any  of  the  so-called 
explosive  effects  of  the  small-calibre  bullet,  and  there  were 

1  Lieutenant-Colonel  Howard,  U.   S.   V.,  Chief  Surgeon,  has  recently  published 
some  in  the  Journal  of  the  American  Medical  Association. 
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almost  no  infected  bullets.  The  Spanish  sharpshooters  used 
a  brass-covered  bullet  fired  from  a  Remington  rifle,  and  at 
times  the  bullet  would  shuck  its  cover  and  an  abscess  form. 
Major  Louis  A.  LaGarde,  who  was  the  chief  surgeon  at  the 
Base  Hospital,  performed  some  experiments  as  to  the  rela- 
tive penetrating  powers  of  the  Mauser,  Krag-Jorgensen,  and 
Springfield  guns  that  were  of  decided  interest.  At  a  distance 
of  three  feet  from  the  muzzle  all  three  were  fired  into  yellow- 
pine  posts,  one  being  put  on  the  other.  It  was  found  that 
with  ammunition  of  1896  and  1897  the  Mauser  would  pene- 
trate a  little  more  than  thirty-four  inches,  and  with  that  of 
1895  would  penetrate  thirty-two  inches.  With  our  ammuni- 
tion of  the  past  year  the  Krag-Jorgensen  would  penetrate  a 
fraction  more  than  twenty-six  inches,  and  the  Springfield  a 
little  more  than  five  inches.  Yet  we  found  a  large  number 
of  lodged  Mausers,  and  Major  Garcia  told  me  that  they  found 
but  few  lodged  bullets.  When  I  told  him  of  our  experiments, 
I  asked  him  to  explain  the  large  number  of  lodged  bullets 
found  by  us.  His  answer  was  that  it  was  on  account  of  the 
great  distance  at  which  they  were  shooting,  which  was  no 
answer  at  all,  as  we  were  firing  at  the  same  range  as  they 
were. 

Except  with  a  few  men  who  were  prominent,  or  with  some 
special  case,  it  is  impossible  to  say  who  operated,  so  I  will 
speak  of  some  cases  that  impressed  me,  some  of  which  were 
operated  upon  by  me  and  some  by  others,  and  draw  seme 
conclusions  from  the  whole  number  of  cases  seen  by  me,  no 
matter  who  the  operator  was.  We  were  so  pushed  for  time 
that  no  notes  could  be  taken  before  operation  and  all  were 
sent  back  to  the  United  States  as  soon  as  possible  after.  This 
was  necessary  because  we  were  short  of  nurses,  cots,  and 
almost  everything  that  would  have  been  conducive  to  the 
comforts  of  the  men.  Before  entering  into  a  discussion  as  to 
wounds  of  special  regions,  I  wish  to  say  a  few  words  as  to  the 
Burgeons  of  the  regular  army  with  whom  I  was  thrown  at 
Biboney.  In  addition  to  being  splendid  fellows,  personally, 
they  did  their  work  as  cleanly,  quickly,  and  satisfactorily  88 
-  urg  -J 
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was  possible  under  the  circumstances  ;  and  no  surgeon,  volun- 
teer or  regular,  faltered  as  to  his  duty  whether  at  a  hospital 
or  on  the  tiring  line.  Regimental  surgeons  and  men  of  the 
hospital  corps  did  specially  commendable  work. 

Superficial  and  flesh  wounds  healed  readily  under  one  dress- 
ing if  let  alone,  but  some  of  the  men  came  up  to  be  dressed 
more  frequently,  thinking  that  they  were  neglected  unless 
dressed  at  least  every  second  day.  In  the  few  cases  that  did 
not  heal  the  sloughing  was  only  at  the  points  of  entrance  and 
exit.  I  saw  but  two  cases  where  clothing  was  carried  into 
the  wound.     I  nowT  pass  to  wounds  of  special  regions  : 

Wounds  of  the  Head.  Undoubtedly  many  men  were  killed 
outright  or  died  within  a  few  minutes  as  a  result  of  wounds 
in  this  region.  At  the  two  hospitals  probably  thirty-five 
cases  of  cerebral  injury  were  treated.  From  what  I  can  learn, 
seven  or  eight  died  at  the  Field  Hospital,  and  the  rest  of  them 
were  sent  back  to  the  Base  Hospital.  Three  or  four  died 
there,  but  at  least  50  per  cent,  of  the  remainder  gave  every 
reason  for  us  to  hope  that  they  would  recover  at  the  time  that 
they  were  sent  back  to  the  United  States.  Since  my  return 
I  have  heard  of  at  least  five  who  are  still  alive.  At  this  time 
it  is  impossible  to  get  any  records,  but  it  is  possible  that 
others  are  alive.  Of  the  five  cases  of  which  I  have  heard, 
one  was  in  a  hospital  in  Xew  York  when  I  was  there  in  Sep- 
tember, and  was  doing  very  welL  He  had  been  shot  in  the 
region  of  the  arm  centre  on  the  left  side  and  was  still  para- 
lyzed in  his  right  arm.  The  other  cases  were  recalled  by  Dr. 
H.  R.  Carter,  of  the  United  States  Marine  Hospital  Service, 
who  was  on  duty  at  the  hospital  at  Fortress  Monroe,  and  the 
details  of  the  cases  were  given  me  by  a  member  of  the  Thirty- 
third  Michigan  Hospital  Corps,  who  was  temporarily  attached 
there.  One  of  these  cases  was  shot  behind  the  left  ear,  the 
bullet  coming  out  near  the  occiput.  There  was  some  dilata- 
tion of  the  pupil  on  the  left  side,  and  some  confusion  of  ideas 
when  he  reached  us.  The  wounds  were  enlarged  at  points  of 
entrance  and  exit  and  spicula  removed.  His  recovery  was 
uneventful,  and  I  am  told  that  he  is  perfectly  well. 
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A  third  case  was  shot  in  the  left  side  of  the  forehead,  the 
bullet  passing  directly  back  through  the  skull.     Strange  to 

say,  he  never  presented  any  paralytic  symptoms,  but  when  he 
reached  the  hospital  he  was  in  a  dazed  condition.     Fragments 

were  removed  and  the  wound  dressed.  The  following  morn- 
ing  I  saw  him  sitting  up  smoking  a  cigarette,  and  he  was 
apparently  as  rational  as  ever.  I  saw  him  at  Montauk  Point, 
and  he  was  on  duty  with  his  regiment.  It  will  be  interesting 
to  note  the  effects  of  cicatricial  tissue  here. 

A  fourth  case,  operated  upon  by  Drs.  Spier  and  Elliott, 
U.  S.  X.,  was  the  only  one  that  I  saw  in  which  the  bullet 
lodged.  The  wound  of  entrance  was  near  the  area  ceutre  on 
the  left  side.  The  bullet  was  found  in  the  brain  and  remove  d 
and  the  wound  packed  with  iodoform  gauze.  At  the  time  of 
the  last  report  he  was  still  paralyzed  in  his  right  arm,  but 
otherwise  in  good  condition.  The  last  case  had  a  furrowed 
wound  over  the  arm  and  leg  centres  of  the  left  side.  The 
wounds  were  enlarged  and  fragments  removed.  I  was  told 
that  he  was  still  without  much  motion  on  the  right  side.  The 
method  of  procedure  in  all  cases  was  to  open  the  wounds  and 
remove  fragments.  The  surprisingly  good  results  were  prob- 
ably due  to  the  very  small  calibre  of  the  bullet. 

Wounds  of  (he  Spinal  Cord.  With  the  exception  of  one 
case  these  wounds  were  fatal.  This  one  case  was  that  of 
Edward  Marshall,  correspondent  of  the  New  York  Journal. 
He  was  shot  low  down  in  the  left  lumbar  region,  causing  a 
small  lateral  wound  of  the  spinal  cord.  When  he  was  brought 
to  the  hospital  ship  he  had  paralysis  of  both  legs  and  of  the 
bladder  and  rectum.  The  wound  was  enlarged  and  the  frag- 
ments of  bone  that  had  been  driven  into  the  spinal  cord  and 
some  clots  were  removed.  On  the  second  day  he  regained 
control  of  his  bladder  and  rectum,  and  there  was  sensation  on 
the  outer  side  of  the  thigh.  His  improvement  has  been  slow 
but  -ure,  and  when  1  saw  him  in  New  York  he  had  perfect 
use  of  his  right  leg  and  partial  use  of  the  left,  but  I  doubt  if 
this  improvement  will  continue,  and  he  may  require  an  am- 
putation of   the  left  leg.     Generally  speaking,  I  doubt  the 
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value  of  operations  for  gunshot  spinal  injuries,  but  from  the 
location  of  the  wound  and  the  small  calibre  of  the  bullet  this 
seemed  a  specially  favorable  case. 

Wounds  of  the  abdomen  did  well  without  operative  inter- 
ference. Again  I  regret  the  absence  of  statistics,  but  there 
were  about  thirty  such  cases,  with  a  mortality  of  about  50 
per  cent.  No  cases  were  operated  upon  at  our  hospital,  but 
three  were  operated  upon  at  the  Field  Hospital,  and  all  died. 
It  was  said  that  the  operator  lacked  experience  in  this  line  of 
work.  While  I  have  not  in  any  way  changed  my  views — 
well  known  to  some  of  you — as  to  how  these  cases  should  be 
treated  in  civil  life,  when  I  saw  the  conditions  I  strongly 
advised  against  laparotomy.  My  reasons  for  this  were  the 
small  calibre  of  the  bullet,  the  difficulty  in  getting  hot  water, 
and  the  absence  of  trained  assistants.  Then,  too,  it  is  a  good 
deal  of  a  question  if  in  the  congested  condition  of  an  army 
hospital  after  a  battle  we  would  be  justified  in  taking  the 
time  necessary  for  such  au  operation  to  the  detriment  of  other 
wounded  men.  As  illustrations  of  the  cases  that  recovered  I 
will  cite  two  cases.  Major  T.  T.  Knox,  First  U.  S.  Cavalry, 
was  shot  in  the  right  loin,  the  bullet  coming  out  between  the 
ninth  and  tenth  ribs.  He  was  brought  to  the  hospital  ship 
about  five  hours  later.  When  seen  his  pulse  was  130 ;  he 
was  in  a  cold,  clammy  sweat,  and  his  urine  was  full  of  blood. 
He  also  complained  of  abdominal  pains.  His  condition  was 
such  that  he  would  have  died  on  the  table  had  he  been  lapa- 
rotomized.  Every  three  hours  until  the  sweating  was  checked 
he  was  given  strychnine  sulph.,  grain  one-fortieth,  and  atro- 
pine sulph.,  grain  one-sixtieth,  hypodermatically.  At  the 
end  of  about  twenty-four  hours  he  became  quite  tympanitic, 
but  this  subsided  under  full  doses  of  magnesia  sulphate.  For 
four  days  his  urine  was  of  a  chocolate  color,  and  from  the 
location  of  the  wounds,  he,  in  my  opinion,  undoubtedly  had 
wounds  of  the  liver  and  kidney.  He  recovered,  and,  I  am 
glad  to  say,  has  been  promoted. 

The  second  case  was  Lieutenant  Haskell,  Hough  Rider, 
who  was  shot  in  the  left  inguinal  region,  the  bullet  coming 
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out  through  the  muscles  of  the  right  side,  a  little  anterior  to 
the  kidney,  lie  recovered  without  a  rise  of  temperature. 
His  intestines  were  undoubtedly  wounded,  but  the  prevalence 
of  diarrhoea  and  the  lack  of  food  at  the  front  served  him  and 
others  in  good  stead. 

In  the  long  bones  there  was  but  little  shattering,  and  it  was 
not  an  uncommon  thing  to  see  a  clean-cut  wound  without 
fracture.  Wounds  of  the  joints  did  well,  and  without  com- 
plications. In  one  or  two  eases  where  there  was  much  hemor- 
rhage into  the  joint  an  incision  was  made  and  the  clots  turned 
out.      There  was  not  an  amputation  fur  joint  injury. 

After  vessels  were  wounded  the  hemorrhage,  except  prob- 
ably in  the  abdomen,  was  no  greater  than  from  other  bullet 
wounds.  We  had  to  tie  the  brachial  and  femoral  several 
times,  and  sent  one  case  of  wound  of  the  subclavian  back  to 
New  York,  where  he  died  after  operation.  Wounds  of  the 
chest  did  well  after  being  sealed. 

To  sum  up  ray  conclusions  I  would  say  that : 

1.  The  wounds  of  entrance  and  exit  should  be  enlarged 
and  drainage  used  for  cerebral  gunshot  wounds,  if  the  condi- 
tion of  the  patient  will  permit. 

2.  Chest  wounds  should  be  cleansed  and  sealed  and  treated 
syniptomatically. 

3.  Abdominal  work  should  not  be  attempted  in  the  field 
unless  there  are  symptoms  of  hemorrhage. 

4.  For  fractures  the  best  splints  can  be  made  from  plaster- 
of-Paris,  and  in  those  of  the  leg  the  Bavarian  splint  should 
be  used.      Drainage  is  seldom  necessary. 

5.  Wounded  joints  should  be  cleansed  and  immobilized. 

6.  Wounded  vessels  should  be  tied  as  soon  as  possible. 

7.  Nerve  suture  should  be  done  at  once  for  wounded  nerves 


PENETKATING    WOUNDS    OF   THE   ABDOMEN, 
WITH   REPORTS   OF   CASES. 


By  Floyd  AVn.r.mx  McEae,  M.D., 
Atlanta,  Ga. 


At  the  Nashville  meeting,  in  1896,  at  the  conclusion  of 
the  discussion  of  Dr.  W.  E.  Parker's  most  excellent  paper 
on  "  Penetrating  Wounds  of  the  Abdomen,"  the  Association 
unanimously  passed  a  resolution  stating  that  it  was  the  sense 
of  the  Association  that  in  all  cases  of  penetrating  wounds  of 
the  abdomen  it  was  the  duty  of  the  surgeon  to  make  an  ex- 
ploratory incision,  so  as  to  definitely  determine  whether  the 
viscera  had  been  injured  or  not.  Since  then,  however,  a  few 
able  surgeons  have  dissented  from  this  opinion.  Iu  the  Jour- 
nal of  the  American  Medical  Association,  July  9,  1898,  Dr. 
N.  Senn,  in  an  article  on  the  "  Modern  Treatment  of  Gun- 
shot Wounds  in  Military  Surgery,"  says  that  a  penetrating 
wound  of  the  abdomen  should  never  be  probed  either  for 
diagnostic  or  therapeutic  purposes.  If  any  doubt  exists  as  to 
whether  or  not  the  bullet  has  entered  the  abdominal  cavity  it 
is  far  better  and  safer  to  dilate  the  tract  by  the  use  of  the 
knife,  relying  on  the  probe  as  a  guide,  than  to  work  in  the 
dark  with  the  probe,  and  by  so  doing  increase  the  possibili- 
ties of  infecting  the  peritoneal  cavity.  He  says  that  quite 
recently  the  assertion  has  been  made  by  several  prominent 
surgeons  that  laparotomy  should  be  performed  in  all  cases 
where  it  can  be  shown  that  penetration  has  occurred.  It 
must,  however,  be  admitted  that,  in  the  absence  of  serious 
visceral  lesions,  penetrating  wounds  of  the  abdomen  are  in- 
juries from  which  patients  are  very  likely  to  recover  without 
operative  treatment,  and  that  when   such  patients  are  sub- 
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jected  to  laparotomy  death  may  occur  solely  in  consequence 

of  the  operation. 

During  the  Greco-Turkish   war  several  cases  of  gunshot 

wounds  of  the  abdomen  recovered  under  a  conservative  plan 
of  treatment.  In  nearly  all  of  these  cases  the  bullet  entered 
the  abdomen  above  the  umbilicus,  the  most  favorable  location 
for  the  escape  of  the  intestines  from  the  missile,  the  patient 
being  in  a  standing  position.  In  two  out  of  sixteen  ca 
penetrating  gunshot  wound  of  the  abdomen  which  came  under 
the  observation  of  Dr.  Senn  the  absence  of  visceral  injuries 
of  the  gastro-intestinal  canal  was  demonstrated  by  the  use  of 
the  hydrogen-gas  test,  and  both  of  these  patients  recovered 
without  resort  to  laparotomy. 

Clinical  experience  and  the  result  of  experiment  show  con- 
clusively that  laparotomy  should  not  be  performed  simply 
because  the  bullet  has  entered  the  abdominal  cavity,  but  that 
its  performance  should  be  limited  to  the  treatment  of  intra- 
abdominal lesions,  which,  without  operative  interference, 
would  tend  to  destroy  life. 

If  a  gunshot  wound  has  penetrated  the  abdominal  cavity 
and  the  general  symptoms  and  local  signs  lead  to  suspicion 
of  the  existence  of  dangerous  internal  hemorrhage,  no  time 
should  be  lost  in  further  efforts  to  make  an  accurate  anatom- 
ical diagnosis,  as  sufficient  evidence  has  been  obtained  to  war- 
rant a  laparotomy  for  the  purpose  of  preventing  death  by  the 
direct  surgical  treatment  of  the  visceral  injuries. 

The  propriety  of  surgical  interference  in  cases  of  pene- 
trating gunshot  wounds  of  the  abdomen  will  depend  upon 
one  of  three  things  : 

1.  General  condition  of  the  patient. 

2.  Dangerous  internal  hemorrha 

3.  Wounds  of  the  stomach  or  intestines  large  enough  to 
permit  extravasation. 

Laparotomy  in  penetrating  gunshot  wounds  of  the  abdomen 
is  indicated  in  all  cases  where  life  is  threatened  by  hemorrhage 
of  visceral  wounds  and  the  general  condition  of  the  patient  is 
such   as   to  BUStain   the  expectation   that   he   will   survive  the 
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immediate  effects  of  the  operation.     Tobias  Nunez  (Medical 
/,'•  ■<<    '.  September  25,  1897,  p.  464),  in  a  paper  on  u  P< 
trating  Wounds  of  the  Abdomen,"  points  out  how  difficult  it 

is  to  ascertain  the  true  extent  of  wounds  of  this  sort  and  the 
amount  of  damage  done.  The  two  great  dangers  are  perito- 
nitis and  internal  hemorrhage,  the  symptoms  of  which  are 
well  known.     These  complication-  might  occur  separately  or 

together.  If  it  is  clear  that  the  intestine  is  wounded,  lapar- 
otomy is  called  for;  but  generally,  if  the  indications  do  not 
call  for  radical  measures,  he  leans  to  conservatism  in  treat- 
ment. 

The  opinions  above  expressed  are  so  at  variance  with  those 
of  the  majority  of  surgeons  that  I  quote  freely  from  a  number 
of  surgeons  who  have  recently  contributed  papers  on  this  sub- 
ject to  the  various  medical  journals. 

Dr.  Randolph  Winslow  (Annals  of  Surgery,  October,  1898) 
reports  eight  cases  of  penetrating  gunshot  wounds  of  the  abdo- 
men, with  injury  to  the  hollow  viscera.  lie  takes  the  posi- 
tion that  the  practice  of  opening  the  abdomen  in  all  cases  of 
penetrating  wounds  is  now  so  fully  recognized  as  being  the 
proper  procedure  that  one  no  longer  has  to  defend  himself 
from  criticism  or  censure  for  the  performance  of  this  operation. 
On  the  contrary,  says  the  author,  a  surgeon  would  be  severely 
condemned  if  he  allowed  a  patient  to  die  after  such  an  injury 
without  attempting  to  rectify  the  damage  by  an  operation. 

The  first  case  was  gunshot  wound  of  the  small  intestines ; 
laparotomy ;  recovery.  The  second  case,  gunshot  wound  of 
the  stomach  ;  laparotomy ;  recovery.  The  third  case,  gun- 
shot wound  of  the  small  intestines ;  laparotomy  ;  death  from 
peritonitis.  The  fourth  case,  gunshot  wound  of  the  abdomen; 
laparotomy;  death.  Case  five,  gunshot  wound  of  the  liver, 
small  intestines,  and  mesocolon;  laparotomy;  recovery.  < 
six,  gunshot  wound  of  the  small  intestines;  laparotomy;  re- 
covery. Case  seven,  gunshot  wound  of  first  portion  of  the 
duodenum;  laparotomy;  recovery.  ( !ase  eight,  gunshot  wound 
of  small  intestines  ;  laparotomy  ;  death. 

John  Ward  Cousins  {British   Medical  .Journal,  July   10, 
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1898)  reports  a  case  of  penetrating  wound  of  the  abdomen 
in  which  be  resorted  to  immediate  laparotomy,  suture  of  the 
stomach,  followed   by  recovery  of  the  patient.     He  believes 

that  in  every  case  of  penetrating  wound  where  there  is  reason 
to  suspect  that  an  internal  injury  has  been  inflicted  the  abdo- 
men ought  to  be  opened  with  the  intention  of  repairing  the 

damage. 

Budinger  {Lcmgenbeclts  Arckiv  f.  klin.  Chir.)  reports  a  very 

instructive  case  of  a  wound  of  the  abdomen,  made  with  a 
pocket-knife,  in  which  there  were  no  symptoms  of  intra- 
abdominal injury  for  a  week  from  the  time  the  wound  was 
received,  and  then  all  the  symptoms  of  perforation  of  one  of 
the  hollow  viscera  suddenly  developed.  When  the  patient 
was  operated  upon  an  incised  wound  of  the  stomach  was  found, 
and  the  abdominal  cavity  was  in  the  condition  we  should  sus- 
pect from  such  a  perforation.  It  is  a  remarkable  fact  that 
the  wouud  of  the  stomach  should  have  remained  closed  tightly 
enough  for  a  week  to  prevent  leakage,  although  it  was  about 
1J  cm.  in  length,  and  that  then,  in  consequence  of  a  fit  of 
coughing  or  from  some  such  cause,  should  have  been  torn 
open. 

George  Tully  Vaughn  {Medical  News,  July  23,  1898)  re- 
ports a  case  of  gunshot  wound  of  the  abdomen,  with  ten  intes- 
tinal perforations  and  twelve  perforations  of  the  mesentery. 
Laparotomy  was  performed  and  recovery  followed.  The 
patient  was  thirty-one  years  of  age,  and  was  shot  in  the 
abdomen  with  a  pistol. 

George  AVoolsey  (Annals  of  Surgery,  1896,  vol.  xxiii.  p. 
423)  relates  a  case  of  gunshot  wound  of  the  intestines,  with 
sixteen  perforations,  in  which  he  resorted  to  enterorrhaphy, 
with  the  use  of  the  Murphy  button,  followed  by  recovery  of 
the  patient. 

Mayo  Robson  (British  3L<lir<,l  Journal,  July   In,    . 
reports  a  case  of  perforating  wound  of  the  abdomen  in  which 
the   superior    mesenteric    vein    was    wounded  ;    the    vein    was 
ligated,  lavage  of  abdomen  was  resorted  to,  also  transfusion, 
followed  by  recovery  of   the  patient. 
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M.  Ghanvel,  in  a  paper  before  the  Academy  of  Medicine 
of  Paris,  declares  that  in  penetrating  wounds  of  the  abdomen 

made  by  knife  or  sword,  as  well  as  by  revolver  bullets,  im- 
mediate laparotomy  is  generally  indicated. 

Michaux  (Surgical  Society  of  Paris)  reports  a  ease  of  pene- 
trating wound  of  the  abdomen  produced  by  the  explosion  of 
a  blank  cartridge.  The  accident  was  caused  by  the  careless 
handling  of  a  Lebel  rifle,  the  muzzle  of  the  gun  being  very 
close  to  the  skin  at  the  time  it  went  off.  The  result  was  a 
fracture  of  the  left  iliac  crest  and  a  perforating  wound  of  the 
abdomen.  The  wound  was  enlarged  and  numerous  pieces  of 
pasteboard  and  cloth  were  removed  from  the  muscular  layers, 
but  a  careful  examination  showed  no  trace  of  a  lesion  of  the 
intestine.  The  laceration  of  the  perineum  was  closed  and  the 
external  wound  drained.  Roberts,  in  the  discussion,  stated 
that  experiments  made  by  army  surgeons  showed  that  paste- 
board wads  in  blank  cartridges  are  projected  with  a  rapidity 
of  about  700  metres  per  second,  and  that  the  expansion  of 
the  gases  is  considerable.  With  a  blank  cartridge  a  per-,  n 
can  blow  a  ragged  hole  in  a  pine  board  similar  to  that  result- 
ing from  the  use  of  dynamite.  The  danger  of  wounds  of  this 
description  is  very  great  at  a  distance  less  than  50  cm.,  and 
blank  cartridges  ought  never  to  be  fired  at  a  distance  of  less 
than  2  metres. 

Paul  Klemm  (Annals  of  Surgery,  1896,  vol.  xxiv.  p.  662), 
in  an  article  on  the  "  Pathology  and  Treatment  of  Gunshot 
Wounds  of  the  Abdomen,"  gives  an  able  digest  of  the  litera- 
ture on  this  subject,  the  results  of  his  own  experiments  upon 
dogs  and  the  conclusions  to  be  drawn  from  both  of  these. 
I  Fp  to  the  time  of  our  Civil  War  but  little  effort  was  made 
to  operate  upon  gunshot  wounds  of  the  abdomen.  Since  then 
much  has  been  accomplished  through  experimental  work  and 
clinical  observation  to  elucidate  this  subject.  Klemm  gives 
the  statistics  of  various  writers  from  Otis  to  the  present  time. 
In  general,  American  and  German  surgeons  advocate  lapar- 
otomy as  early  as  possible,  while  many  of  the  French  sur- 
geons, lea   by  Reclus,  attempt   to   show   that   the   expectant 
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method  of  treatment  gives  a  far  smaller  percentage  <»f  mor- 
tality. This  view  is  based  upon  the  fact  that  after  injury 
of  a  hollow  viscus  the  perforation  i^  tamponed  by  a  plug  of 
mucous  membrane,  which,  by  its  prolapse  into  the  wound, 
tampons  the  same.  Reclus  further  taught  that  through 
contraction  of  the  muscular  coat  of  the  gut  the  edges  of  the 
wound  were  approximated,  and  that  the  plasticity  of  the 
serous  surfaces  soon  provided  a  closure.  The  former  theory 
Klemm  shows,  by  means  of  hi-  experiments  upon  do 
he  based  upon  inadequate  knowledge.  He  found  such  a  plug 
of  mucosa,  hut  also  that  it  did  not  prevent  a  Leakage  of  the 
intestinal  contents  when  the  slightest  pressure  was  made. 
Two  cases  observed  clinically  by  Sonnenburg  and  von  Berg- 
mann  show  the  fallaciousness  of  Reclus's  latter  view.  The 
results  of  Klemm's  experiments  upon  dogs,  thirty-two  in 
number,  coincide  with  those  of  Parkes  and  Schachner,  viz., 
that,  in  the  majority  of  gunshot  wounds  of  the  abdomen,  vis- 
cera are  injured.  The  clinic  of  Luhe,  in  152  cases,  show- 
that  in  only  three  was  there  no  injury  of  the  viscera.  In 
animals  local  signs  of  perforation,  such  as  prolapse  of  a  viscus 
and  shock,  are  rarely  observed,  whereas  in  human  beings  they 
are  quite  frequent.  In  the  152  clinical  cases  of  Luhe  there 
were  perforations,  most  frequently  multiple,  in  110  cases. 
Local  signs  of  injury  were  observed  only  eight  times.  Gen- 
eral symptoms  of  shock  of  beginning  peritonitis  were  far 
more  frequent. 

With  this  conflict  of  opinions  and  advice  one  would  be  at 
to  know  just  how  to  proceed  in  many  cases.      My  own 
convictions,  though  based  upon  a  comparatively  limited  expe- 
rience, are  very  positive.     I  have  for  Dr.Senn  personally  the 
greatest  admiration,  and  for  his  surgical   opinions  the  most 
profound  respect ;  but  I  should  be  recreant  to  my  convictions 
I  to  accept  the  proposition  which  he  lays  down   in  the 
>ing.      In  most  of  the  cases  which  have  come  under  my 
observation  where  grave  lesions  of  the  abdominal  viscera  have 
existed   the  Bymptoms  of  internal  injury  were  practically  nil, 
and  the  positive  -inn-  «.f  grave  damage  almost  entirely  a 
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In  Cases  XIII.  and  XIV.  their  was  not  a  symptom  that 
might  not  have  been  attributed  wholly  to  the  drunken  state 
of  the  individuals  and  the  excitement  under  which  they 
labored.  In  Case  XIII.  the  injury  sinned  so  trivial  and 
the  wound  of  entrance  so  located  that  the  bouse  surgeon  felt 
absolutely  certain  that  no  serious  injury  existed,  and  but  for 
the  fact  of  the  patient's  vomiting  the  bullet  injury  to  the 
stomach  would  not  have  been  suspected  until  too  late  to 
accomplish  any  good  by  an  operation.  The  operation  showed 
the  stomach  filled  with  the  conglomeration  of  stuff  which  a 
drunken  man  will  eat  and  drink;  three  perforations,  with 
leakage  of  the  gastric  contents  into  the  peritoneal  cavity.  It 
seems  to  me  that  without  the  operation  the  patient  would 
have  certainly  died.  In  Case  XIV.  there  were  two  pene- 
trating stab  wounds,  with  comparatively  no  shock;  and  still, 
on  opening  the  abdomen,  I  found  an  incised  wound  of  the 
left  lobe  of  the  liver,  about  an  inch  to  an  inch  and  a  half  in 
length,  involving  practically  the  whole  depth  of  the  organ, 
and  bleeding  with  comparative  freedom.  A  considerable 
quantity  of  blood  was  found  in  the  peritoneal  cavity.  Hem- 
orrhage was  stopped  by  suturing,  the  cavity  cleansed  care- 
fully, and  the  patient  recovered  promptly.  This  patient 
might  possibly  have  gotten  well  without  an  operation,  but 
my  opinion  is  that  without  it  he  would  have  died.  In 
Case  XVII.  there  were  numerous  perforations  in  the  in- 
testine, the  result  of  a  22-calibre  rifle  ball.  The  peritoneal 
cavity  was  filled  with  fecal  matter,  containing  snap  beans, 
green  corn,  etc.  Eleven  perforations  in  the  small  intestine 
were  sutured  and  the  ileum  was  resected.  An  end-to-end 
anastomosis  was  done  with  the  Murphy  button;  but,  in  spite 
of  saline  infusion  and  the  most  active  stimulation,  the  patient 
sank  steadily  and  died  about  eighteen  hours  after  the  opera- 
tion. Post  mortem  showed  no  leakage,  either  at  points  of 
suturing  or  resection. 

Death  in  Case  XVI.  was  certainly  due  to  carelessness  on 
the  part  of  the  house  surgeon,  who  stitched  up  the  abdominal 
wound  with  the  omentum  included  between  its  lips,  and  wheu 
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Dr.  NicolsOD  saw  and  operated  on  the  ease  the  next  day  peri- 
tonitis had  already  commenced.  The  omentum  was  resected, 
but  death  supervened  as  a  result  of  general  peritonitis. 

Case  IT.  would  probably  have  been  saved  by  prompt  lapar- 
otomy with  nephrectomy.  In  Case  I  V.  the  result  might  have 
been  different  had  the  colon  with  its  mesentery  been  resected, 
as  death  was  due  in  this  case  to  the  sloughing  of  the  gut 
where  it  was  separated  from  its  mesentery. 

The  accompanying  case-reports  include  :  gunshot  wounds 
of  the  abdomen,  thirteen  ;  operations,  eleven  ;  deaths,  eight ; 
recoveries,  three  ;  stab  wounds,  five  ;  operations,  four  ;  recov- 
eries, three ;  deaths,  one.  One  case  not  operated  upon  recov- 
ered . 

While  they  also  show  a  large  mortality,  the  six  lives  saved 
were  certainly  lives  saved  by  prompt  surgical  interference,  as 
they  would  most  assuredly  have  died  without  operation.  In 
my  own  cases,  where  recovery  followed  operation,  I  closed 
without  drainage.  The  fatal  case,  much  the  most  serious,  I 
drained. 

In  conclusion,  I  wish  to  reiterate  my  firm  conviction  that 
every  case  of  penetrating  wound  of  the  abdomen,  where  there 
is  reasonable  doubt  as  to  injury  of  the  abdominal  viscera, 
should  be  subjected  to  at  least  an  exploratory  operation. 
This  enables  the  surgeon  to  be  absolutely  sure  that  no  injury 
has  been  done  to  the  viscera  or  to  repair  as  far  as  possible 
such  injuries  when  they  exist. 

The  mortality  following  the  simple  exploratory  operation 
per  %e  must  be  so  small  as  not  to  weigh  against  the  much 
greater  mortality  that  must  necessarily  follow  the  expectant 
plan  of  treatment. 

In  the  cases  that  I  have  seen  the  general  and  local  signs 
have  often  been  so  misleading  and  enigmatical  that  prior  to 
the  operation  a  conclusion  on  my  pail  as  to  internal  condi- 
tions would  have  been  practically  a  matter  <>f  guess-work. 
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Report  of  Cases  from  Records  of  Grady  Hospital.    Pn 
by  Dr,  W.  Hal  Monerief,  Jr.,  Assistant. 

Case  I. — Richard  W.,  aged  eighteen  years,  a  negro,  hack- 
man,  admitted  December  8,  1894,  two  hours  after  being 
shot  with  a  32-calibre  pistol.  Ball  entered  below  the  umbili- 
cus, one  to  two  inches  to  the  left.  Patient  was  well  nour- 
ished, conscious  ;  pulse  100,  temperature  98J°.  Probe  would 
not  follow  the  ball  on  account  of  the  change  in  its  direction. 
Laparotomy  was  performed  by  Dr.  "W.  S.  Armstrong.  In- 
cision was  made  over  the  wound  and  down  through  the  abdom- 
inal wall,  to  ascertain  if  the  ball  had  penetrated  the  cavity. 
This  wound  was  closed  and  an  incision,  four  to  five  inches 
long,  made  in  the  median  line.  A  slight  hemorrhage  had 
taken  place  in  the  cavity.  Intestines  taken  out,  protected  by 
hot  towels,  and  examined  carefully.  Six  perforations  were 
found  in  the  intestines  and  one  in  the  mesentery.  These  were 
all  closed,  the  abdomen  flushed  with  hot  water,  and  the  abdom- 
inal wound  closed.  Patient  stood  the  operation  well.  Pulse 
100,  temperature  98°  after  the  operation.  Morphine,  J  gr., 
and  atropine,  ji^  grs.,  at  night  for  the  first  week,  to  give 
quiet  and  sleep.  Nothing  but  water  allowed  until  December 
17th,  when  broth  was  given.  On  December  21st  stitches  were 
removed  and  the  wound  found  healed.  On  the  22d  he  passed 
one-half  ounce  of  black  matter  from  the  rectum.  First  move- 
ment of  bowels  was  on  December  26th,  from  an  enema,  and 
these  were  repeated  every  other  day.  On  January  3d  one 
ounce  of  castor-oil  was  given,  and  the  bowels  moved  daily 
after  this.  Temperature  ranged  from  98°  to  100°  for  the 
first  ten  days,  after  which  it  was  normal.  Recovery  unevent- 
ful. 

Case  II. — John  I.,  negro,  laborer,  aged  twenty -three  years, 
admitted  May  5,  1895,  having  been  shot  by  a  marshal  a  few- 
hours  before.  Ball  entered  the  right  lumbar  region  and 
lodged  beneath  the  skin  between  the  ninth  and  tenth  ribs. 
It  was  removed  by  a  doctor  in  the  town,  twenty  miles  dis- 
tant.    On  admission  general  condition  fairly  good,  the  two 
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openings  above  mentioned  slightly  suppurating.  Complained 
of  constant  pain  in  the  right  lumbar  region.  Tongue  cont'd, 
no  appetite,  and  very  weak;  pulse  96,  temperature  100£°. 
Urine  acid,  1031,  containing  a  considerable  amount  of  blood, 
epithelium,  numerous  tube-casts,  and  a  quantity  of  albumin. 
Phenacetine  given  when  temperature  rose  above  102°.  Bowels 
moved  freely.  Quinine,  grs.  iij.,  four  or  five  times  daily. 
Bladder  was  irrigated  with  saline  solution  twice  daily,  and 
on  the  11th  a  considerable  amount  of  blood  was  washed  out. 
On  the  12th,  whiskey,  1  oz.  every  three  hours',  in  milk,  was 
given.  Strychnine,  .,1()-  gr.,  t.  i.  d.,  and  fluid  extract  of  ergot, 
J  drachm,  every  three  hours  also;  but  on  account  of  the  in- 
creased amount  of  blood  in  the  bladder  nephrotomy  was  done 
by  Dr.  Elkin.  The  capsule  was  found  distended  with  clots, 
which  were  removed  and  the  cavity  packed  with  gauze. 
Saline  infusion  ;  wound  dressed  daily.  Patient  became 
weaker,  and  the  urine  still  contained  much  blood.  Saline 
infusion  (intravenous),  and  the  pulse  improved  at  once. 
Catheterized  every  three  hours  until  the  14th,  when  he 
voided  urine  without  the  aid  of  the  catheter.  Urine  still 
bloody.  Packing  removed  on  the  15th.  Patient's  tem- 
perature was  108 §°,  and  he  complained  of  much  pain  near 
the  region  of  the  kidney,  for  which  morphine,  gr.  -]•,  was 
given  as  needed.  Patient  became  weaker  daily,  was  jaun- 
diced and  nauseated,  vomited  constantly,  sank  rapidly,  and 
died  on  the  17th.  Post-mortem  examination  :  Intestines  and 
omentum  found  black  with  blood  and  the  abdominal  cavity 
filled  with  dark  blood.  Right  kidney  three  times  the  normal 
size,  capsule  adherent  to  the  kidney  substance,  congested,  and 
in  a  state  of  parenchymatous  inflammation.  Ball  penetrated 
through  the  centre  of  the  kidney,  where  it  left  a  dark  area, 
composed  of  broken-down  and  necrotic  tissue,  along  its  track. 
Liver  showed  a  large  absce>s_,  containing  several  oun 
pus,  adherent  to  diaphragm  and  anterior  wall.  Two  large 
openings  in  the  liver  behind  and  one  in  front,  in  the  line  of 
the  bullet — l.  c,  about  the  lower  third.  Right  ureter  normal. 
Bladder  normal.      Gall-bladder  much  distended  with  bile. 
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3E  1 1 T.  —  Robert  J.,  negro,  admitted  August  21,  1895. 
While  burglarizing  was  shot  with  a  Winch  ster  rifle.  Brought 
to  the  hospital  unconscious.  Marked  shock.  Bullet  hole  two 
inches  to  the  right  of  the  umbilicus.  Etherized  and  lapar- 
otomy performed  by  Dr.  Nicolson.  On  opening  the  abdomen 
found  the  caecum  and  part  of  the  ascending  colon  torn  in  sev- 
eral places  ;  large  opening,  two  to  three  inches  long.  Fecal 
matter  escaping  into  peritoneal  cavity.  Profuse  hemorrhage. 
Intestinal  openings  closed  with  silk  (Lembert)  sutures  ;  gauze 
drainage.  Patient  stimulated  with  whiskey,  strychnine,  and 
nitroglycerin  without  any  effect,  and  he  died  twelve  hours 
after  operation. 

Case  IV. — Katie  W.,  aged  twenty-three  years,  teacher, 
single,  admitted  December  17,  1895.  Was  brought  into  the 
hospital  a  short  time  after  being  shot  in  the  abdomen.  Ball, 
entering  in  the  left  hypochondriac  region  and  passing  across, 
was  found  sabcutaneously  in  the  right  lumbar  region.  On  ad- 
mission she  was  found  in  a  condition  of  great  shock,  with 
pulse  of  130,  but  her  temperature  was  not  taken.  Patient  was 
etherized  and  laparotomy  performed.  Two  holes  were  found 
in  the  stomach,  one  being  along  the  omental  attachment  of 
the  omentum  ;  these  were  closed.  Ball  struck  the  transverse 
colon  at  the  attachment  of  the  mesentery,  tearing  this  loose 
and  rupturing  the  gut  for  half  an  inch  ;  this  was  closed.  The 
cavity  was  then  examined  for  other  injuries,  and  hemorrhage 
was  found  coming  from  openings  in  the  abdominal  walls, 
which  were  closed.  Patient  was  very  fat,  abdominal  walls 
being  about  four  and  one-half  inches  thick,  which  necessitated 
a  verv  long  incision.  Operation  lasted  about  two  hours. 
Pulse  150,  temperature  100£°.  Active  stimulation  was  re- 
sorted to  every  three  hours.  Beef  extract  every  three  hours. 
December  21st,  alum  enema;  effectual.  December  23d,  great 
distention  of  abdomen,  with  violent  pain;  enema,  etc.,  not 
effectual.  Patient  gradually  grew  weaker,  and  death  resulted, 
with  a  temperature  of  105°,  on  the  26th.  Autopsy:  Perfo- 
rations in  stomach,  uniting  slough  along  junction  of  mesen- 
tery one  and  one-half  inches.      General  peritonitis. 
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Case  V. — Henry  I*.,  aged  thirty-nine  years,  colored, 
driver,  admitted  January  25,  1896.  Patieni  was  stabbed 
in  the  right  side,  between  the  tenth  and  eleventh  ribs,  a 
short  while   before   admission,  the  wound    penetrating   the 

abdominal  cavity  ;  also  had  an  incised  and  lacerated  wound 
on  the  right  side  of  the  face,  these  injuries  being  small.  <  )n 
admission  a  piece  of  omentum  was  found  protruding  from 
the  wound.  Xo  shock  ;  some  hemorrhage.  Treatment  : 
Wound  enlarged,  omentum  returned,  closed,  and  dressed  anti- 
septically.  On  the  day  following  the  temperature  reached 
103°,  accompanied  by  no  pain  or  discomfort.  Temperature 
continued  from  101°  to  104°;  wound  examined  and  found 
clean.  Bowels  restrained  for  live  days,  when  one  ounce  of 
castor-oil  was  given,  with  good  results.  January  25th,  slight 
dulness  found  over  the  lower  portion  of  the  right  lung,  with 
subcrepitant  rales  on  auscultation.  January  26th,  broncho- 
vesicular  breathing  and  dulness  on  percussion,  with  character- 
istic rusty  sputa.  Quinine,  grs.  iv.,  four  times  daily,  and 
whiskey,  J  oz.,  four  times  daily.  %  Hospital  cough-mixture, 
1  drachm,  four  times  daily.  Crisis  mi  January  29th.  Reso- 
lution complete  February  6th.  Wound  healed  permanently, 
and  he  was  discharged,  cured,  on  February  7th. 

Case  VI. — Cancy  R.,  aged  eighteen  years,  negro,  wag- 
oner, admitted  March  31,  1896,  having  received  a  gunshot 
wound  of  the  left  side,  on  a  line  with  the  crest  of  the  ilium, 
about  two  to  two  and  one-half  inches  from  the  spinal  column. 
On  admission  very  little  shock  or  hemorrhage.  Tenderness 
over  the  abdomen,  especially  at  the  umbilicus;  some  nausea; 
urine  regular.  Treatment:  Wound  dressed  antiseptically 
and  with  collodion.  Rest  in  bed,  milk,  and  broth;  enema; 
no  blood  in  the  stools  ;  sulphonal,  grs.  x\\,  at  S  and  10  P.M. 
for  sleep.  Hot  stupes  for  distention  of  the  abdomen.  T«  n- 
derness  over  the  abdomen.  Temperature  101°  on  the  second 
dav,  gradually  coming  dowo.  Stupes  omitted  on  April  5th, 
and  he  rapidly  improved  after  the  fifth  day,  and  was  dis- 
charged, cured,  on  April  loth. 

(  lASE  VI  I. — Annie  J.,  colored,  aged  twenty  years,  adni'tt  d 
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on  January  2,  1897.  A  short  time  before  admission  Bhe  ' 
shot  twice  in  the  chest  and  once  in  the  abdomen — one  in  each 
lung  and  one  in  the  left  hypochondriac  region.  In  a  con- 
dition of  profound  shock.  Pulse  140,  temperature  97;}°. 
Strychnine,  gr.  .}{),  and  morphine,  gr.  }  p.  r.  n.,  for  quiet. 
Died  on  June  3d. 

CASE  A' I II — W.  A.  H.,  white,  aired  twenty-one  years, 
druggist,  admitted  June  16,  1897.  AVas  shot  in  the  back 
just  at  the  crest  of  the  ilium,  on  right  side,  a  short  time  be- 
fore admission.  Xot  much  hemorrhage.  Pulse  60,  tempera- 
ture 98°.  Laparotomy  by  Dr.  Cooper,  and  three  perf orations 
in  the  intestines  and  two  in  the  mesentery  sutured.  Strych- 
nine every  three  hours.  On  the  17th  alum  enema,  \  gal., 
and  calomel,  grs.  v.,  repeated  in  two  hours.  On  the  18th, 
salts,  |  ounce,  at  5  a.m.,  followed  by  alum  enema.  Sank 
steadily  all  day,  and  died  about  9  p.m. 

Case  XIV. — Reuben  H.,  colored,  aged  sixteen  years, 
admitted  June  21,  1897.  A  short  time  before  admission  he 
received  a  pistol-shot  wound;  entrance  in  the  back,  opposite 
the  first  lumbar  vertebra  on  the  left,  bullet  coursing  up- 
ward, and  point  of  exit  in  front  and  just  to  the  right  of  the 
ensiform  cartilage.  Laparotomy  by  Dr.  El  kin.  Found 
wound  through  the  left  lobe  of  the  liver,  one  wound  in  the 
stomach,  six  perforations  in  the  intestines,  and  four  in  the 
mesentery.  Stomach  and  intestinal  wounds  closed  by  Leni- 
bert's  sutures  and. wound  in  the  liver  packed.  Strychnine, 
gr.  :,1„,  every  four  hours.  On  the  22d  morphine,  gr.  \,  calo- 
mel, grs.  v.,  at  8  p.m.,  and  5  a.m.  on  the  23d,  followed  by 
alum  enema  and  later  by  soapsuds  enema.  Milk-punch  four 
times  daily.  Morphine,  grs.  ]-,  at  8  p.m.  On  the  24th,  alum 
enema;  salts,  \  oz.;  morphine,  gr.  \\  whiskey,  \  oz.,  once 
every  three  hours.  Sweet  milk,  3  oz.,  and  chicken-broth, 
4  oz.,  to  alternate  every  three  hours.  On  the  26th,  alum 
enema.  On  the  27th,  strychnine,  gr.  -gL.,  every  three  hours, 
but  sank,  and  died  in  the  afternoou. 

(  Jase  X. — George  D.,  colored,  aged  eighteen  years,  laborer, 
admitted  August  18,  1897.    About  eight  hours  before  admis- 
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sion  was  stabbed  in  the  umbilical  region,  to  the  left  of  the 
median  line.  Six  hours  after  being  wounded  he  vomited  a 
considerable  amount  of  blood.  No  shock  on  admission. 
Pulse  98,  temperature  98$-°.     Treatment  :    Liquid  pepton- 

oids,  '1  (>/..,  per  rectum,  every  three  hours.  Saline  enema 
as  Lry  for  thirst.  On  the  22d,  rectal  feeding  omitted, 
and  peptouoids,  1  ox. ,  given  by  the  mouth.  Discharged, 
cured,  on  August  31st. 

Case  XI. — John  T.,  colored,  aged  twenty-two  yen-, 
porter.  Was  shot  with  a  38-calibre  pistol  on  the  night  pre- 
ceding his  admission.  When  admitted  there  was  no  apparent 
shock  ;  pulse  90,  temperature  98°;  robust  condition.  Wound 
of  entrance  about  two  inches  above  and  to  the  right  of  the 
umbilicus.  Laparotomy  by  Dr.  Cooper  on  the  morning  of 
July  30th.  Five  perforations  found  in  the  ascending  colon 
just  above  the  caecum,  the  fecal  matter  having  exuded  into 
the  peritoneal  cavity.  Numbers  of  contused  spots  on  the 
intestines.  Perforations  closed  by  Lembert's  sutures.  Ab- 
dominal cavity  washed  out,  rubber  drainage-tube  used,  and 
wound  partially  closed.  Dressed  antiseptically.  On  the  day 
after  operation  patient  suffered  intensely  with  distention  of 
the  abdomen  in  the  region  of  the  stomach.  Vomited  red, 
bloodv-lookino;  fluid,  with  fecal  odor.  Drainage-tube  re- 
moved  and  abdomen  washed  out  with  hot,  sterilized  water, 
and  soda  bicarb.,  grs.  xx.;  aquae  menthas  pih.,  ?,  oz.,  mixed, 
given  for  accumulation  of  gas  in  the  stomach.  Death  on  the 
third  day,  with  symptoms  of  perforation.      No  post  mortem. 

CASE  XII. — Will  T.,  colored,  aged  twenty-seven  years, 
admitted  November  7,  1897.  A  short  time  before  admission 
he  was  stabbed  below  and  a  little  to  the  right  of  the  umbili- 
cus :  also  in  the  upper  part  of  both  lungs  and  in  the  hack. 
Exploratory  laparotomy  done  by  Dv.  Reid.  No  injury  to 
viscera.     Treatment:  Strychnine,  every  three  hours, 

and  saline  enema,  Oj.  On  the  8th,  salts,  J  oz. ,  followed  by 
enema.     Discharged,  cured,  on  November  26th. 

Case  XIII. — C.  E.  C,  white,  aged  twenty-one  years, 
admitted  February  23,  1898.    -lust  before  admission  reo 
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a  pistol  (32-calibre)  wound  just  one  inch  within  the  left 
nipple.  Bullet  vomited  one  hour  later.  When  admitted, 
still  under  the  influence  of  whiskey,  not  much  shock,  almost 
normal  pulse,  abdominal  muscles  tense.  Laparotomy  by 
Dr.  McRae  ;  three  perforations  in  stomach  closed.  Strych- 
nine, gr.  TL,  every  three  hours.  Whiskey,  §  oz. ;  panopepton, 
1  oz.,  and  saline  solution,  4  oz.,  every  three  hours,  per  rectum. 
On  the  26th  whiskey,  panopepton,  and  saline  omitted.  Bowels 
kept  open  and  wound  dressed  as  necessary.  Discharged,  cured, 
on  March  7th. 

Case  XIV. — Frank  C.  R.,  white,  aged  twenty-five  years, 
admitted  March  13th  at  2  a.m.  About  one-half  hour  before 
admission  he  was  stabbed  twice  in  the  epigastrium.  The 
first  was  directed  straight  upward  and  penetrated  the  left 
lobe  of  the  liver,  and  the  second  barely  entered  the  peritoneal 
cavity.  General  condition  good.  Laparotomy  by  Dr.  McRae 
at  4  a.m.  Liver  wounds  sutured.  Morphine,  \  gr.  given 
for  quiet.  On  the  4th,  salts,  1  oz.,  at  5  a.m.,  and  followed 
by  alum  enema.  On  the  loth  enema  in  the  morning.  Hos- 
pital cough-mixture  given  for  cough.  On  the  16th  the  enema 
was  repeated.  On  the  18th,  terebene,  10  drops,  with  cough- 
mixture.  Bowels  kept  open  with  salts,  oil,  and  enema.  Dis- 
charged, cured,  on  April  6th. 

Case  XV. — John  C,  colored,  aged  thirty  years,  admitted 
April  22,  1898,  at  about  6  a.m.,  patient  having  been  shot 
about  thirty  minutes  before.  Ball  entered  about  one  and 
three-quarter  inches  to  the  left  of  the  spinal  column,  and 
emerged  in  front,  about  one  and  one-half  inches  below  the 
ensiform  cartilage  in  the  epigastrium,  slightly  to  the  right  of 
the  median  line.  Considerable  shock  and  profuse  hemor- 
rhage. Did  not  rally,  but  gradually  grew  weaker  until  the 
operation,  at  9  a.m.  Laparotomy  by  Drs.  Nicolson  and  Mc- 
Rae. No  wounds  of  abdominal  viscera  found  except  one 
passing  through  the  pancreas,  from  which  the  hemorrhage 
seemed  to  come.  Efforts  were  made  to  stop  the  hemorrhage 
by  packing  the  wound  in  the  pancreas,  and  down  through  the 
muscular  structure  of  the  back,  with  iodoform  gauze.    Patient 
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came  very  near  dying  on  the  table,  but  revived  on  vigorous 
use  of  stimulants  and  saline  infusion.      These  were  continued 

at  intervals  for  the  next  thirty-six  hours,  and  the  pulse  be- 
came good  for  a  time,  but  gradually  grew  weaker,  and  death 
ensued  at  9  p.m.  on  the  23d. 

Case  XVI. — Joe  T.,  colored,  aged  ten  years,  schoolboy, 
admitted  midnight  of  July  2d,  1898,  having  been  stabbed 
just  above  the  costal  margin  in  the  mid-axillary  line,  on  the 
left  side,  the  knife  wound  being  large  enough  to  admit  the 
finger,  and  ranging  downward  and  inward.  Xo  shock  on 
admission,  but  he  complained  of  great  fulness  and  tenderness 
over  the  stomach.  Operation  by  Dr.  Nicolson  at  3  P.M.,  July 
3d,  under  chloroform.  Incision  at  the  outer  margin  of  the 
rectus  muscle,  about  three  and  one-half  inches  long,  and  an- 
other incision,  two  inches  long,  at  right  angles  to  this.  Wound 
was  found  to  extend  through  the  diaphragm  from  above? 
wounding  the  omentum,  which  was  found  protruding  and 
strangulated  and  a  general  peritonitis  beginning.  Two 
wounded  portions  of  the  omentum  were  li gated  and  removed. 
Incisions  closed  with  silkworm-gut  and  sterilized  gauze  drain 
left  through  the  knife  wound.  No  blood  in  the  cavity.  He 
reacted  at  about  8  p.m.,  but  was  still  very  weak,  with  a  pulse 
of  136,  temperature  99i°.  Was  very  restless,  but  passed  the 
night  fairly  well,  sleeping  at  short  intervals.  Some  distention 
next  morning  about  9  (July  4th),  for  which  alum  enema  was 
given.  Rectal  tube  was  used,  but  distention  was  still  marked. 
Salt-;  were  given,  but  vomited  immediately.  Strychnine, 
grs.  T]-1,-,  and  whiskey,  1  drachm,  were  given  every  three  hours. 
Castor-oil,  alum,  and  sweet-oil  enemata  were  given,  but  all 
to  no  avail  ;  distention  increased,  pulse  became  weaker  and 
weaker,  and  patient  finally  died  at  6.30  a.m.  on  July  5th. 

(  Jase  X  V  1 1. — Thomas  J.,  white,  aged  fifty  years, admitted 
September  7,  1898.  Ball  entered  just  below  umbilicus,  a 
little  to  the  left.  Patient  fairly  well  nourished,  conscious. 
Pulse  1()0,  temperature  9S°.  Surface  of  abdomen  red  and 
excoriated  from  application  of  liniment  containing  a  large 
quantity  of  capsicum,   camphor,   and    kerosene.     This  iini- 
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ment  had  also  been  put  into  the  cavity  through  a  funnel. 
Operation  by  Dr.  McRae  four  hours  after  receipt  of  injury. 
The  peritoneal  cavity  was  filled  with  fecal  matter  and  par- 
tially digested  food  of  all  kinds,  the  whole  peritoneal  surface 
red  and  irritated  from  the  contents  of  the  bowels  and  the  lini- 
ment. Stomach  and  intestines  full  of  digested  and  partially 
digested  food  and  fecal  matter.  Eleven  perforations  in  the 
small  intestine  were  closed  with  interrupted  Lembert  sutures, 
and  two  perforations  along  the  mesenteric  border  required  a 
resection  of  the  ileum  and  an  end-to-end  anastomosis  with  the 
Murphy  button.  Patient  rallied  somewhat  from  the  opera- 
tion, but  gradually  lost  ground  and  died  eighteen  hours  after- 
ward. Post-mortem  examination  showed  no  leakage  either 
at  poiuts  of  suturing  or  resection. 


THE  PRACTICAL  MANAGEMENT  OF  BULLET 
WOUNDS  OF  THE  ABDOMINAL  VISCERA. 


Jiv  II.  Borace  Grant,  M.D., 


Ix  great  part  the  disputed  points  in  wounds  of  this  variety 
have  been  so  agreed  upon  and  settled  that  the  subject  is  now 
far  less  frequently  referred  to  in  journals  than  was  the  case  a 
few  years  ago. 

Observation  and  experience  with  the  operators  coming  fre- 
quently in  contact  with  this  lesion  have  determined  that  pene- 
trating wounds  of  the  abdomen  demand  laparotomy  at  the 
earliest  possible  moment  after  diagnosis  and  thorough  inspec- 
tion of  the  entire  region  endangered.  It  is  established  that 
not  only  is  the  mortality  in  untreated  wounds  of  the  abodmen 
almost  100  per  cent,  where  the  intestines  are  perforated,  and 
very  high  in  wounds  of  the  solid  viscera,  but  it  becomes  Less 
promising  every  advancing  hour  until,  by  the  second  day, 
peritonitis  has  set  in  and  destroyed  the  hopefulness  of  the 
prospect.  Klemm1  has  collected  one  hundred  and  fifty-two 
cases  of  penetrating  wounds,  in  only  three  of  which  all  of  the 
viscera  escaped,  with  one  hundred  and  ten  instances  of  intes- 
tinal perforation.  The  great  majority  of  these,  if  untreated, 
die  of  the  immediate  effects  of  the  injury,  practically  all  those 
with  intestinal  perforation  ;  but  even  those  escaping  death 
from  hemorrhage  from  solid  vis  era,  according  to  Klemm  and 
Wagner,2  die  eventually  of  septic  infection  or  la 

Statistics.  Thus,  as  practical  surgeons,  we  look  upon  the 
prognosis  of  untreated  penetrating  wounds  of  the  abdomen 
thus  : 

1  Annals  •  cit. 
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The  intestines  will  be  penetrated  in  7:'). 2  per  cent,  of  all 
-  injured,  of  whom  all  will  die.  The  solid  viscera  or 
intestines  will  be  injured  in  99.8  per  cent,  of  all  injured, 
and  to  a  very  large  number  of  them  death  will  come  in 
a  few  days,  to  most  if  not  all  of  the  remainder  in  a  few 
weeks. 

On  the  other  hand,  Parker  has  shown  in  his  classieal  resume 
of  the  subjeet  that  the  mortality  in  complicated  wounds  of  the 
solid  viscera  treated  by  laparotomy  is  61.6  per  cent.,  while  of 
those  involving  the  intestines,  or  both  the  solid  and  hollow 
viscera  (these  taken  together  in  the  collection},  it  is  about  the 
same,  62  per  cent.  But  Parker  further  demonstrates  from 
statistics  that  when  laparotomy  is  done  for  wounds  of  hollow 
viscera  within  seven  hours  of  injury  the  mortality  is  only  47 
per  cent.  If  postponed  the  percentage  rises  as  the  time  after 
injury  before  the  operation  is  prolonged.  These  facts,  every 
item  of  which  represents  human  life,  established,  the  practical 
importance  to  be  derived  from  them  lies  in  the  line  of  prompt 
and  thorough  surgery.  Clearly  it  is  never  too  early  to  deter- 
mine if  a  gunshot  wound  of  the  abdomen  has  penetrated  the 
cavity ;  if  it  has  done  so  no  minute  must  be  lost,  if  it  is  not 
too  late  already. 

From  the  table  of  Parker  the  favorable  prospect  declines 
very  fast  after  the  interval  from  seven  to  fourteen  hours,  and 
becomes  only  a  remote  hope  after  twenty-four  hours,  as  his 
table  contains  no  record  of  recovery  from  intestinal  perfora- 
tion operated  on  after  twenty-four  hours,  though  two  cases  of 
wounds  of  the  solid  viscera  are  recorded.  In  the  October 
number  of  the  Annals  of  Surgery,  Winslow,  of  Baltimore, 
reports  eight  cases,  in  all  of  which  the  hollow  viscera  was 
perforated  ;  in  one  case,  which  recovered,  was  a  complicating 
wound  of  the  liver ;  of  these  eight  cases,  five  recovered  j  of 
the  three  perishing,  in  two  additional  perforations  were  over- 
looked, thus  practically  reducing  the  mortality  to  one  death 
in  six  operations.  All  these  operations  were  done  within  the 
fourteen-hour  limit,  only  one  having  passed  seven  hours. 

Within  the  past  two  years  I  have  operated  on  four  cases 
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(reported  hereinafter).     In  each  case  the  patient   was 
early,  in   do   instance  later  than  four  hours.      In  three, 
tion  of  the   intestine  was   o  .      Thre<    of   these  patients 

recovered  ;  the  fourth  died  from  septic  peritonitis  due  to  the 
escape  of  a  large  quantity  of  fecal  matter  before  the  opera- 
tion.    The  autopsy  disclosed  a  perfect  intestine. 

Diagnosis,  There  is  little  to  be  said  of  the  symptoms  of 
perforation,  for  there  is  none  of  any  value  in  the  face  of  the 
facts  just  adduced.  Shock,  pallor,  vomiting,  severe  pain, 
may  all  be  absent  until  fatal  hemorrhage  has  occurred,  or 
may  result  from  fright.  In  most,  perhaps  in  nearly  all, 
there  are  tenderness  and  pain  referred  to  the  umbilicus,  con- 
stant and  increasing  in  severity;  the  physical  signs  of  hemor- 
rhage externally,  and  escape  of  fecal  matter  must  be  ran  .  I 
have  never  seen  enough  external  hemorrhage  to  count  for 
anything,  nor  even  any  escape  of  intestinal  gas,  still  less 
feces,  nor  have  I  noticed  in  the  report  of  eases  reference  to 
such  sign  that  I  can  now  recall. 

Treatment.  With  these  facts  before  us  it  is  clear  that  to 
delay  in  a  delusive  hope,  until  peritonitis  shows  its  folly,  is 
almost  a  crime.  The  practical  management  of  a  suspected 
penetrating  wound  is  as  plain  duty  as  the  tying  of  a  bleeding 
artery.  As  soou  as  possible  after  injury  the  patient  is  to  be 
transported  to  a  suitable  place  and  under  usual  precautions  ; 
after  all  preparations  are  made  for  laparotomy  and  repair  of 
lesions,  an  experienced  hand  should  carefully  trace  the  course 
of  the  ball  into  the  cavity,  if  it  goes  there.  This  i-  easy 
enough  when  the  penetration  is  direct  from  the  abdominal 
wall,  but  often  difficult  or  impossible  when  from  behind  or 
from  the  thoracic  or  pelvic  cavities.  Under  these  latter 
circumstances  the  history  of  the  case,  the  direction  of  the 
projectile,  and  the  general  symptoms  must  be  the  only  guide. 
When  the  penetration  is  made  out  there  arises  the  all -impor- 
tant question  of  : 

Y1.  chnique.  Three  principal  dangers  threaten  after  the  opera- 
tion— overlooked  perforations,  unchecked  hemorrhage,  septic 
[nf(  etion  from  any  cause. 
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The  first  incision  in  the  median  line,  unless  for  some  special 
indication,  should  be  short — three  incl 

Perforations,  If  on  opening  the  peritoneum  there  be  no 
indications  of  considerable  hemorrhage,  the  intestine  is  passed 
through  the  fingers  until  a  damaged  portion  is  found.  After 
suture  of  the  perforation  the  repaired  portion  is  anchored  by 
a  strand  of  gauze  and  search  made  as  before  to  the  colon, 
thence  along  it.  When  one  end  is  thus  searched,  traction  on 
the  gauze  will  mark  the  point  to  begin  searching  to  opposite 
end  and  the  direction  to  follow. 

In  my  experience  the  perforations  have  all  been  within  a 
few  feet  of  each  other,  and  usually  a  careful  following  of  the 
gut  five  feet  in  either  direction  will  relieve  anxiety  about  other 
perforations,  though,  unless  the  direction  of  the  ball  is  clearly 
defined,  the  entire  tract  endangered  should  be  searched.  If 
there  is  any  reason  to  fear  for  the  stomach  it  should  be 
inspected. 

The  location  and  size  of  the  perforation  will  determine  the 
advisability  of  resection. 

Hemorrhage.  If  on  opening  the  abdomen  indications  of 
hemorrhage  are  present,  the  wound  should  be  so  enlarged  as 
to  enable  exploration  of  the  liver,  kidney,  and  spleen,  con- 
trolled by  the  direction  seemingly  taken  by  the  ball  and  the 
lesions  presented  ;  but  the  incision  should  be  free  and  the 
hemorrhage  controlled  before  search  is  made  for  perforations. 
Suture  for  liver,  kidney,  spleen  wounds,  where  feasible,  is 
best.  The  best  material  for  suture  seems  to  be  silk.  Pack- 
ing for  unmanageable  liver,  or  spleen  wounds,  is  to  be 
employed,  while  persistent  bleeding  of  the  kidney  indicates 
extirpation. 

Lastly,  sepsis  is  due  most  commonly  to  escaped  fecal  matter, 
occasionally  to  injudicious  probing,  or  some  accident  at  the 
operation.  When  the  patient,  as  is  very  often  the  case,  has 
been  drinking  and  eating  freely  previous  to  the  injury,  the 
small  intestines  are  full  of  fluid  matter,  which  escapes  from 
the  distended  walls  and  gravitates  to  the  bottom  of  the  pelvis. 

Incision,  of  Intestine.     Here  thorough  irrigation  is  the  im- 
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perative  obligation.  Here,  too,  if  the  intestines  are  distended 
with  fluid  feces  rather  than  gas,  the  propriety  of  attempting 

to  empty  them  is,  I  think,  established  ;  much  better  is  it  to 

carefully  open  the  intestine  and  empty  it,  difficult  as  it  is, 
than  to  imperfectly  clean  the  cavity.  The  first  is  risky,  the 
latter  certain  death.  If  a  resection  i-  required,  the  intestines 
may  he  emptied  through  the  divided  ends  with  more  facility. 

I  would  be  understood  as  opposed  to  incision,  emptying;, 
or  washing  out  the  intestines  except  when  the  distention  with 
fluid  feces  indicates  a  probable  overflow  into  the  cavity,  and 
the  bulk  of  which  prevents  thorough  irrigation. 

Krisi;  ration  of  the  full  intestines  should  not  be  undertaken. 
They  should  be  emptied  first,  if  so  distended;  and  in  order 
to  reach  bleeding  points  or  to  certainly  clean  a  foul  cavity, 
evisceration  is  sometimes  allowable. 

Drainage  is  required  in  cases  which  are  much  handled, 
when  there  is  risk  of  hemorrhage  or  probability  of  sepsis. 
The  ordinary  rules  of  after-treatment  for  laparotomy  control. 

I  report  the  following  : 

CASE  I. — 1876.  Male,  twenty-two  years  old;  pistol-ball 
wound  to  right  of  umbilicus  ;  abdomen  opened  two  hours 
after  injury;  pulse  100.  A  large,  ragged  wound  of  the 
ileum,  just  beyond  the  mesenteric  border,  presented,  with 
free  hemorrhage.  Attempt  was  made  to  close  the  wound, 
but  it  appearing  to  encroach  on  the  lumen  too  much  for 
safety,  and  search  revealing  a  second  wound  larger  than  the 
first,  about  sixteen  inches  further  along  the  gut,  the  suture 
was  abandoned.  No  other  injury  was  found,  and  it  being 
clear  that  resection  must  be  done,  twenty  inches  were  removed, 
including  both  wounds,  and  end-to-end  suture  was  made, 
much  alter  YVolfler's  method.  The  patient  was  put  to  bed 
in  the  City  Hospital  under  the  care  of  Dr.  Turner.  He 
recovered  without  interruption,  and  was  exhibited  before  the 
Louisville  Surgical  Society,  and  the  case  is  reported  in  their 
published  minut 

CASE  II. — Male,  colored,  aged  twenty-eight  year-.  Oper- 
ated   on    in    May,    1895,   and    reported    also    to    the   Sir 
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ty.     Four  hours  after  pistol-shot  wound  in  the  abdomen 

I  made  a  section  and  found  three1  penetrating  wounds  of  the 
ileum  and  four  of  the  mesentery,  with  extensive  external 
hemorrhage.  These  wounds  were  closed  by  silk  suture  and 
a  drainage-tube  put   in.      The  patient  was  also  in  the  City 

I I  ispital.     He  recovered  without  event. 

Case  III. — 1898.  Female,  colored,  aged  thirty-one 
years.  Seen  about  one  hour  and  a  half  after  injury.  Pistol 
ball  one  inch  to  the  left  and  on  a  level  with  the  umbilicus. 
A  -eeond  bullet  had  penetrated  the  right  shoulder,  but  the 
bone  seemed  uninjured.  Shock  was  slight.  Immediate 
laparotomy  at  the  Auxiliary  Hospital  (colored),  with  Drs. 
Asman  and  Heflin  and  Dr.  Fitzbutler,  Jr.,  of  the  hospital, 
assisting. 

Five  inches  of  small  intestine  required  resection  ;  union 
made  with  Murphy  button.  Two  other  perforations  were 
sutured.     Recovery  was  without  event. 

Case  IV. — 1898.  Male,  white,  aged  about  thirty  years, 
very  robust  ;  seen  with  Dr.  Turner  two  hours  after  injury, 
which  was  inflicted  in  a  bar-room  fio-ht.  Penetrating  wound 
very  near  umbilicus.  Intestines  very  full  of  fluid  feces,  and 
abdominal  wall  very  resisting.  Two  bleeding  vessels  in  the 
mesentery  were  secured  and  five  inches  of  intestine  removed  ; 
union  with  Murphy  button.  There  was  much  shock.  Irri- 
gation was  made  as  thoroughly  as  possible,  but  it  was  almost 
impossible  to  close  the  wound  over  the  distended  viscera. 
Drainage-tube  was  put  in.  The  patient  died  of  peritonitis 
in  about  thirty  hours.  At  the  autopsy  the  button  was 
found  intact ;  there  were  no  other  perforations  nor  evidence 
of  hemorrhage.  The  serum  in  the  bottom  of  the  pelvis  had 
a  fecal  odor,  and  the  extravasation  undoubtedly  caused  the 
fatal  peritonitis.  I  regret  the  intestines  were  not  emptied  and 
perhaps  even  lifted  out  of  the  cavity. 

I  report  in  this  connection  two  cases  operated  on  v  ry 
recently  by  Dr.  Vance,  of  Louisville,  who  kindly  furnished 
ni''  them  : 

Cask  I. — Dr.  C.  C.  Godshaw,  who  was  shot  by  a  negro  in 
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1898,  and  upon  whom  I  performed  a  laparotomy  within  an 
hour  after  the  receipt  of  the  injury,  is  before  us  to-night  to 

show  the  result.  I  had  also  hoped  to  have  prea  nt  a  hoy  who 
was  also  shot  in  the  early  part  of  November  and  op'  rated 
upon  six  hours  later,  in  order  that  the  two  cases  might  he 
shown  together. 

T  will  read  a  written  report  of  the  two  eases  prepared  about 
five  weeks  after  the  first  operation  was  performed.  In  Dr. 
Godshaw's  ease  there  has  been,  as  you  will  observe,  a  perfect 
result,  and  he  states  that  he  feels  as  well  as  he  ever  did  in  his 
life. 

October  30,  1898,  Dr.  C.  C.  Godshaw,  aged  forty-four 
years,  was  shot  with  a  32-calibre  revolver  at  '2  o'clock  p.m. 
The  weapon  was  held  very  near  his  body,  burning  his  vest. 
The  bullet  entered  the  abdomen  two  and  a  half  inches  above 
the  umbilicus  and  one  and  one-half  inches  to  the  left  of  the 
median  line.  I  found  him  a  few  minutes  afterward  lying  on 
a  sofa,  he  having  walked  about  one  hundred  feet  after  being 
shot.  He  did  not  fall.  Dr.  Jones  gave  him  ..^  gr.  strych- 
nine and  y-J-g-  gr.  atropine,  as  shock  was  very  apparent.' 

He  was  removed  immediately  to  St.  Joseph's  Infirmary, 
and  within  an  hour  after  the  wound  was  received  I  opened 
the  abdomen,  the  incision  being  made  to  the  left  of  the  median 
line,  with  the  bullet  wound  at  its  centre.  The  patient's  idea 
that  the  man  who  shot  him  was  to  his  right  made  me  choose 
this  incision.  After  carefully  reading  the  small  intestine  and 
examining  the  colon  as  well  as  possible,  finding  no  wounds, 
the  incision  was  continued  up  to  the  en  si  form  cartilage  and 
9  the  median  line,  as  the  wound  made  by  the  bullet  was 
dis  overod  to  be  from  left  to  right. 

In  the  stomach  was  found  one  bullet  wound,  which  was 
carefully  closed  with  No.  1  plain  catgut,  interrupted  Lembert 
sutures  being  used,  braced  afterward  with  a  continued  L  m- 
bcrt  suture.  Further  injury  of  the  stomach  was  Bought  for, 
but  not  found.  Quite  a  quantity  of  blood-clots  came  from 
Under  the  liver.  Further  search  discovered  a  long  wound 
near   the   lower   border  of   the  duodenum,  three  inches  below 
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the  pylorus,  evidently  a  wound  of  exit,  much  lacerated,  with 
the  peritoneal  covering  Beemingly  lost  for  quite  an  extent 
around.  This  was  carefully  closed  by  Lembert  interrupted 
sutures  through  muscular  and  submucous  coats,  the  lesser 
omentum  being  reflected  over  the  gut  where  the  serosa  was 
lacking. 

The  jejunum  was  much  distended  with  blood,  and  the 
bullet  had  evidently  barked  it  in  its  passage,  one  point  show- 
ing loss  of  peritoneum  and  slight  bleeding.  Every  effort  to 
repair  this  seemed  to  make  matters  worse,  and  it  was  finally 
left.  The  great  distention  by  blood  rendered  suturing 
impossible. 

No  other  wounds  were  found.  Irrigation  with  normal  salt 
solution  soon  removed  remaining  clots  with  some  pieces  of 
clothing,  which  came  from  back  of  the  liver. 

The  abdomen  was  closed  with  interrupted  silkworm-gut 
sutures,  a  glass  as  well  as  a  gauze  drain  being  placed  be- 
tween the  stomach  and  liver  back  to  the  posterior  abdominal 
wTall ;  the  gauze  was  covered  with  rubber  tissue.  The  glass 
tube  was  removed  at  the  end  of  fourteen  hours,  the  gauze  at 
the  end  of  twenty-four  hours,  some  distress  of  respiration 
being  caused  by  their  presence. 

The  patient  returned  to  his  home  on  the  fifteenth  day, 
having  had  no  bad  symptom  nor  a  single  dose  of  medicine 
after  coming  off  the  table.  He  vomited  once,  sixteen  hours 
after  the  operation,  a  quantity  of  old  blood.  He  had  eaten  a 
hearty  dinner  one  hour  before  being  shot,  the  stomach  being 
partially  filled  with  food  and  greatly  distended  with  gas; 
the  latter  was  allowed  to  escape  before  closing  the  wound. 
The  bullet  evidently  left  the  stomach  by  the  pyloric  opening. 

There  has  been  no  trouble,  and  now,  at  the  end  of  five 
weeks,  the  patient  has  returned  to  the  practice  of  medicine, 
having  been  up  and  about  each  day  since  his  return  home. 

Case  II. — W.  C,  aged  thirteen  years,  was  shot  with  a 
Flobert  rifle  bullet  at  8  o'clock  a.m.,  November  18,  1898, 
just  after  eating  a  full  breakfast.  The  gun  was  in  his  own 
hands,  and  he  had  just  been  looking  into  the  muzzle;  it  was 
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loaded  with  a  '2'1  long  cartridge.  Just  as  he  lowered  it  it 
was  discharged,  the  bullet  Btriking  him  midway  between  the 

umbilicus  and  tip  of  the  sternum,  one-half  inch  to  the  left  of 
the  median  line.  He  immediately  vomited  tin  recent  meal 
along;  with  a  great  deal  of  blood.  Six  hours  afterward  I 
found  him  with  great  evidence  of  shock  and  loss  of  blood  ; 
pale,  lip-  bine,  pulse  130,  feet  and  hands  cold. 

The  mother  consented  to  an  operation,  though  the  desper- 
ate chances  were  fully  explained.  Without  loss  of  time,  with 
the  cottage  kitchen  as  an  operating-room,  the  abdomen  was 
opened  between  the  umbilicus  and  sternum,  the  bullet  wound 
being  about  the  centre  of  the  incision.  As  the  peritoneum 
was  opened  fluid  blood  escaped  in  quantities,  and  the  cavity 
seemed  filled  with  clots.  The  history  of  his  having  vomited 
blood  made  me  seek  the  stomach  first.  A  large  wound  was 
found  about  the  middle  of  the  anterior  wall,  evidently  the 
bullet  having  bitten  out  a  piece  and  continued  on  downward, 
as  proven  by  the  further  exploration.  This  wound  was  closed 
with  Xo.  1  plain  catgut.  Xo  wound  of  exit  in  the  stomach 
could  be  found.  There  was  a  buttonhole  wound  through  the 
edge  of  the  left  lobe  of  the  liver,  which  was  not  bleeding. 
There  was  no  wound  of  the  colon.  Reading  of  the  ileum 
was  then  done,  the  blood  and  clots  being  removed  as  we  pro- 
gressed, constant  douching  being  employed  by  a  small  pitcher. 
About  three  feet  above  the  caecum  three  wounds  of  entrance 
and  three  of  exit  were  found  and  carefully  sutured  a-  they 
appeared.  The  wounds  of  exit  were  large  and  ragged.  Two 
wounds  of  the  mesentery  near  the  gut  were  also  cared  for. 
One  of  these  had  severed  a  large  artery,  which  was  bleeding 
actively  and  evidently  had  supplied  most  of  the  blood  found 
in  the  cavity.  The  great  omentum  had  three  or  four  derma- 
tome produced  by  the  small  bullet  having  grazed  or  j  , 
through  iis  meshes. 

By  this  time  the  boy  was  in  a  pretty  bad  shape,  and  the 
wound  was  i  losed  rapidly,  with  large  gauze  drain  wrapped  in 
rubber  tissue  inserted  at  the  upper  angle.  The  drain  was 
removed  at  the  end  of  twenty-four  hours,  and   after  starving 
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for  three  days  and  being  supported  actively  with  strychnine 
and  nitroglycerin  this  boy  is  about  well  at  the  end  of  six- 
teen days,  the  only  mishap  being  that  the  night  after  the 
Stitches  were  removed  he  tore  the  wound  open  ;  being  a 
rather  unruly  chap,  I  think  he  undertook  to  scratch  too 
vigorously. 

I  had  no  idea  when  I  finished  this  work  but  that  the  boy 
would  die  promptly.  This  should  encourage  us  to  try  almost 
any  case.  This  is  my  seventh  operation  and  third  recovery 
after  extensive  gunshot  wounds  of  the  stomach  or  intestines. 
A  large  abscess  of  the  abdominal  wall  subsequently  formed 
and  discharged  at  the  lower  angle  of  the  wound. 

In  this  last  case  Dr.  Garey,  of  New  Albany,  Ind.,  was  the 
attending  physician,  Drs.  Easley,  Harris,  and  Mclntyre,  of 
the  same  place,  being  present. 
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Dr.  H.  H.  Grant,  of  Louisville. — Mr.  President :  Some  of 
the  statements  made  by  Dr.  Parker  are  unquestionably  aston- 
ishing. A  number  of  his  conclusions,  perhaps  the  majority  of 
them,  we  are  all  prepared  to  accept  without  any  hesitation.  Of 
course,  we  make  allowance  for  the  different  surroundings  on  the 
field  of  battle  as  compared  with  those  in  civil  life.  We  also 
make  allowance  for  the  fact  that  many  of  these  patients  are  men 
of  fine  physique,  who  have  perhaps  been  free  from  illness,  and 
have  better  natural  powers  for  withstanding  injuries  than  we  see 
in  civil  life. 

As  to  the  treatment  of  chest  wound-,  it  is  doubtless  agreed  by 
most  conservative  surgeons  that  the  best  plan  is  to  clean  them, 
seal  them  up,  and  allow  them  to  go  unexplored  unless  there  is 
evidence  of  troublesome  hemorrhage  or  septic  infection  either  of 
the  lung  or  of  the  pleura. 

With  reference  to  the  management  of  brain  injuries  and  wounds 
of  the  spinal  cord,  there  is  likely  to  be  very  little  difference  of 
opinion  between  Dr.  Parker  and  most  surgeons.  Injuries  of  the 
abdominal  cavity  we  treat  in  an  entirely  different  manner  from 
the  suggestions  he  makes,  and  a  very  important  contribution  to 
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that  plan  of  treatment  comes  from  the  distinguished  essayist 

himself,  and  for  this  reason  we  arc  naturally  somewhat  startled 
at  the  statement  that  he  finds  fully  50  per  cent,  of  recoveries 
after  injuries  of  the  abdominal  cavity  where  there  is  a  proba- 
bility, if  doI  a  certainty,  of  penetration  of  the  peritoneal  cavity 

and  probably  of  the  intestine.  It  i<  a  well-ascertained  fact  that 
in  nearly  every  instance  of  gunshot  wounds  of  the  abdominal 
cavity  in  civil  life  either  the  intestines  or  the  solid  viscera  are 
penetrated  ;  in  tact,  either  one  or  the  other  or  both  will  he  found 
to  be  penetrated  in  nearly  100  per  cent,  of  the  cases,  acconl in g 
to  the  statistics  adduced  by  Dr.  Parker  himself.  If  this  is  a  fact 
some  explanation  must  be  made  of  the  escape  of  these  patients. 
That  explanation  may  be  that  either  hunger  or  diarrhoea  leave 
the  intestinal  canal  so  empty  that  it  could  not  be  wounded  by  a 
bullet,  or  that  the  bullet  is  so  small  as  not  to  make  a  sufficient 
wound  of  entrance  to  allow  the  extravasation  of  the  contents. 
Without  any  experience  whatever  with  cases  of  this  kind  in 
military  surgery,  I  should  be  disposed  to  look  upon  the  statistics 
of  the  report  presented  by  him  in  this  respect  as  incomplete, 
inasmuch  as  it  does  not  appear  that  any  of  these  wounds  are 
demonstrated  to  have  penetrated  the  peritoneal  cavity,  and  in 
the  single  instance  which  he  reported,  in  which  penetration  was 
highly  probable,  or  which  he  declared  to  be  a  fact,  the  point  of 
injury  was  not  such  as  to  have  necessarily  injured  any  of  the 
solid  viscera,  and  possibly  not  to  have  damaged  the  bladder,  the 
small  intestine,  or  the  colon.  It  is,  as  I  have  said  before,  univer- 
sally believed  that  injuries  penetrating  the  bladder  intraperito- 
neally  or  the  small  intestine  will  result  certainly  in  death  if  sur- 
gical interference  is  not  resorted  to.  Injuries  involving  the  solid 
viscera  are  likely  to  produce  fatal  results  from  immediate  hemor- 
rhage, but  those  cases  in  which  immediate  hemorrhage  does  not 
cause  death,  septic  infection  eventually  carries  off  the  patient 
in  a  large  proportion  of  cases.  Some  explanation  should  be 
forthcoming  either  to  explain  that  the  viscera  were  not  injured, 
that  the  intestines  were  not  perforated,  or  else  we  may  modify 
our  prognosis  in  the  case  of  perforation  in  the  abdominal  cavity 
from  gunshot  wounds.  There  does  not  appear  to  he  any  clear 
reason  why  a  man  who  is  a  soldier  should  escape  fatal  results 
from  fatal  I  ?  injuries  any  more  than  a  man  who  remains  at  home  : 
and  as  the  great  majority  of  us  are  disposed  to  remain  at  home 
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whenever  there  is  a  war,  unless  an  additional  means  of  safety  is 
provided  where  gunshot  wounds  are  frequent  we  may  as  well 

rush  off  to  the  war  after  this  assurance  of  safety  that  we  draw 

fr<»in  the  Doctor's  paper. 

Dr.  W.  E.  Campbell,  of  Knoxville,  Tenn. — I  would  like  to 
ask  Dr.  Parker  as  to  the  mental  condition  of  the  patient  who 
was  injured  through  the  forehead. 

Dr.  Parker. — He  was  perfectly  conscious.  There  was  no 
paralysis. 

Dr.  Campbell. — Did  his  intellect  remain  good? 

Dr.  Parker. — Yes;  but  he  had  a  slightly  dazed  condition. 

Dr.  W.  L.  Robinson,  of  Danville,  Va. — I  would  like  to  ask 
Dr.  Parker  if,  in  the  light  of  the  facts  he  has  given  ns,  he  would 
pursue  the  same  course  in  private  practice  of  non-interference 
in  gunshot  wounds  of  the  abdomen.  I  have  had  the  opportunity 
of  seeing  a  good  many  cases  of  gunshot  wounds  in  the  town 
where  I  live,  and  without  exception  all  gunshot  wounds  of  the 
abdomen  have  ended  fatally.  The  conditions  and  surroundings 
may  have  had  something  to  do  with  the  results  on  the  battle- 
field, but  those  conditions  do  not  prevail  in  private  practice  ex- 
cept very  rarely.  We  find,  as  a  rule,  the  intestines  filled  with 
feces  and  the  peritoneum  soiled  for  hours  before  operative  inter- 
vention. 

Dr.  George  S.  Brown,  of  Birmingham,  Ala. — According  to 
the  recent  statistics  collected  by  Dr.  Senn,  of  Chicago,  he  comes 
to  the  conclusion,  if  I  remember  rightly,  that  80  per  cent,  of  the 
cases  die  with  operation  and  65  per  cent,  without  operation. 
While  I  have  not  been  in  the  army  during  the  last  ten  years, 
I  have  seen  many  cases  of  gunshot  wounds  of  the  abdomen  in 
civil  life.  I  have  no  doubt  but  that  there  have  been  several 
hundred  gunshot  wounds  of  the  abdomen,  probably  a  thousand, 
in  the  last  ten  or  twelve  years  in  Birmingham,  Ala.,  and  the 
surrounding  districts.  I  know  of  at  least  fifteen  cases  of  pene- 
trating gunshot  wounds  of  the  abdomen  that  have  recovered 
without  operation,  and  in  many  of  them  there  were  unmistakable 
signs  of  perforation,  as  evidenced  by  peritonitis  and  fecal  fistula. 
I  recall  but  one  case  now  that  recovered  with  operation,  and  I 
am  reasonably  certain  that  at  least  forty  operations  have  been 
performed.  In  the  case  that  recovered  no  perforation  was  found 
at  the  operation,  although  there  was  a  good  deal  of  blood  in  the 
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abdominal  cavity.  Personally,  I  have  had  five  cases,  and  the 
one  case  that  recovered  had  no  perforation  of  the  intestine.  I 
remember  one  case  that  was  badly  neglected.  The  man  was 
shot  with  a  load  of  buckshot  at  a  distance  of  about  ten  Bteps, 
both  barrels  being  discharged.  At  the  time  I  saw  him,  six 
weeks  afteward,  there  were  two  fecal  fistulas  and  a  urinary 
fistula.  There  were  numerous  scar-  over  the  abdomen,  scrotum, 
and  thighs,  the  results  of  the  bullet  wounds  which  had  healed. 
The  man  was  then  convalescent.  I  remember  a  case,  recently 
reported  in  Birmingham,  of  general  peritonitis  following  a  gun- 
shot injury,  in  which  there  was  an  uninterrupted  recovery  with- 
out operation.  This  case  happened  within  the  last  six  weeks. 
In  my  five  cases  two  had  no  perforation  of  the  intestine.  I 
think  several  others  which  had  no  perforation  have  been  oper- 
ated on  by  other  surgeons. 

I  certainly  think  the  diarrhoea  and  starvation  had  something 
to  do  with  the  results  reported  by  Dr.  Parker,  because  we  all 
know  that  the  intestines  are  more  liable  to  injury  when  they  are 
full.  There  is  one  point  to  be  remembered,  and  that  is,  many 
cases  are  recorded  as  deaths  without  operation  that  are  dying 
when  seen.  It  is  the  more  favorable  cases  that  are  operated  on, 
and  this  would  make  still  a  wider  difference  in  the  statistics. 

Dr.  William  E.  Parker,  of  New  Orleans,  La. — The  discus- 
sion so  far  seems  to  have  been  directed  to  what  I  had  to  say  with 
reference  to  abdominal  wounds,  and  I  do  not  wish  to  steal  the 
thunder  of  Drs.  McRae  and  Grant  on  that  subject.  If  any  of  the 
members  want  to  discuss  any  other  section  of  the  paper  I  would  be 
glad  to  have  them  do  so.  The  discussion  on  gunshot  wounds  of  the 
abdomen  should  come  up  with  the  other  two  papers.  If  yon  will 
allow  me,  Mr.  President,  I  will  answer  the  remarks  of  Dr.  ( irant 
now  as  well  as  those  of  Dr.  Robinson.  If  they  had  listened  atten- 
tively to  my  paper  they  would  have  heard  me  state  distinctly  that 
I  have  not  changed   my  views  as  to  how  tin-  ould   be 

treated  in  civil  life.  In  fact,  if  anything,  I  am  more  convinced 
than  ever  that  laparotomy  is  the  tirst  thing  to  do.  When  lapa- 
rotomies are  done  promptly  by  men  who  are  accustomed  to  do 
abdominal  work  the  mortality  from  gunshot  wounds  should  be 
considerably  Less  than  50  per  cent.  I  am  speaking  now  of  lapar- 
;uy  in  early  cases.  In  my  paper  I  spoke  of  what  should  be 
done  on  the  battle-field.     There  we  had  a  small  calibre  bullet. 
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1  know  that  a  small  calibre  bullet  does  Dot  cause  as  much 
damage  as  a  Larger  bullet.  It  is  an  easy  matter  for  the  mucous 
membrane  of  the  bowel  to  throw  itself  out,  a<  it  does  <lo,  and 
with  a  small  calibre  bullet  extravasation  is  frequently  prevented. 

The  percentage  of  recoveries  would  not  be  as  large  were  it  not 
for  the  small  calibre  bullet.  But,  taking  the  general  conditions 
as  we  found  them  on  the  battle-field  with  the  small  calibre  bul- 
let— and  all  nations  are  now  using  small  calibre  bullets — with 
the  difficulty  that  exists  of  getting  sterilized  water  and  good 
assistants,  I  believe  the  percentage  of  recoveries  without  opera- 
tion will  be  greater  than  with  it.  But  in  civil  life  I  am  more 
strongly  convinced  than  ever  that  the  proper  thing  to  do  is  to 
laparotomize. 

A-  to  what  Dr.  Grant  had  to  say  about  the  cases  that  were 
dying,  I  believe,  if  we  take  into  consideration  cases  of  all  kinds, 
early  and  late — wounds  of  all  sorts  and  operations  done  by  dif- 
ferent surgeons — the  statistics  will  show  the  mortality  to  be  be- 
tween 80  and  85  per  cent,  with  operation.  In  civil  life  we  are 
apt  to  find,  and  really  do  find,  a  larger  calibre  bullet  making  a 
larger  wound  or  wounds  than  we  see  on  the  battle-field. 

Dr.  Westmoreland. — Are  there  any  statistics  in  regard  to 
those  who  die  on  the  battle-field  before  they  come  under  treat- 
ment ? 

Dr.  Parker. — There  are  none,  to  my  knowledge. 

Dr.  Westmoreland. — The  statistics  given  would  be  of  no 
value  as  applied  to  civil  life.  We  know  that  patients  die  from 
wounds  of  a  fatal  character  immediately,  from  either  shock  or 
hemorrhage,  and  before  they  come  under  the  attention  of  the 
surgeon. 

Dr.  Parker. — As  I  said  in  the  course  of  my  paper,  I  did  not 
try  to  give  statistics. 

Dr.  Westmoreland. — I  meant  as  far  as  civil  life  is  con- 
cerned. In  regard  to  perforation,  it  is  not  a  question  of  oper- 
ating, so  far  as  fatal  results  are  concerned,  but  the  manner  in 
which  the  operation  is  done.  If  we  take  a  list  of  the  eases  that 
die  after  perf oration  of  the  intestine  we  will  find  that  quite  a 
percentage  of  them  die  after  the  operation  is  made,  owing  largely 
to  the  manner  in  which  the  perforation  has  been  treated  or  the 
circulation  cut  off,  resulting  in  either  ulceration  or  gangrene  six 
or  seven  days  after  operation.     In  making  a  comparative  table 
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I  do  not  think  the  cases  thai  die  should  be  charged  to  the  opera- 
tion per  se,  but  to  faulty  technique  or  the  method  by  which  the 
perforations  are  closed. 

Dr.  \Y.  E.  B.  Davis,  of   Birmingham,  Ala. — I  take  it  that 

Dr.  Parker's  paper  is  not  an  argument  against  operation  for 
abdominal  wounds.  lie  states  this,  hut  Bays  that  we  have  not 
the  facilities  for  taking  care  of  these  eases  on  the  battle-field. 
I  regard  this  as  a  great  reflection  upon  this  nation.  Dr.  Hunter 
McGuire,  some  years  ago,  at  the  meeting  in  Nashville,  when  this 
subject  was  being  discussed,  said  he  looked  upon  his  experience 
in  the  army  with  horror,  and  expressed  sentiments  strong!}  in 
favor  of  the  modern  way  of  treating  these  wounds.  No  one 
who  listened  at  that  time  to  his  discussion  could  help  but  appre- 
ciate the  advantages  of  the  operative  treatment  of  gunshot 
wounds  of  the  abdomen. 

The  other  papers  read  to-day  have  taken  strong  ground,  and 
I  hope  that  the  resolution  adopted  by  this  Association  two  years 
ago  will  be  reaffirmed  at  this  meeting.  It  is  unfortunate  for  this 
department  of  surgery  that  some  of  our  leading  surgeons  hesi- 
tate as  to  what  shall  be  done.  Dr.  Senn's  influence  has  been 
harmful.  Every  community  has  suffered  from  his  writings  on 
this  subject.  Senn's  gas  test  has  led  him  into  error.  In  his 
effort  to  demonstrate  the  great  value  of  the  test  he  has  made 
statements  which  have  led  to  bad  practice.  Let  us  analyze  this 
subject  a  little.  It  has  been  well  said  that  if  the  abdomen  is 
opened  under  proper  conditions  by  men  skilled  in  abdominal 
work,  where  there  is  no  injury  to  the  viscera  there  should  be  no 
deaths.  In  other  words,  the  mortality  ought  to  be  almost  nil. 
On  the  other  hand,  if  there  has  been  an  injury  we  know  that  if 
the  abdomen  is  not  opened  death  as  a  rule  is  to  be  expected. 
No  deaths  where  there  are  no  injuries,  if  patients  are  properly 
operated  on.  Many  deaths  if  there  are  injuries  to  the  intestine 
or  other  viscera.  If  an  operation  is  properly  done  there  should 
not  be  50  per  cent,  mortality  if  it  is  resorted  to  within  twelve 
hours.  There  has  been  a  considerable  mortality  on  account  of 
the  methods  adopted  in  operating.  The  removal  of  the  intestines 
from  the  abdominal  cavity  and  keeping  them  out  for  an  hour  is 
a  serious   procedure,  and   such  an  operation    will    produce   death 

without  intestinal  injury.     To  remove  a  portion  <»f  the  intestine, 

examine  it,  replace  it,  and   BO   on  until  the  whole  intestinal  tract 
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has  been  gone  over  does  not  cause  great  shock  and  is  the  method 

tO  follow. 

At  the  Charleston  meeting  of  the  Association  I  took  the  posi- 
tion that  to  operate  after  twenty-four  hours  meant  the  death  of 
the  patient  in  nearly  all  instances,  and  you  will  remember  that 
Drs.  Price  and  Parker  jumped  on  me  with  both  feet,  so  to  speak, 
saying  that  I  was  making  a  great  mistake.  But  when  you 
analyze  the  statistics  of  various  surgeons  you  will  find  that 
nearly  all  patients  die  if  operated  upon  after  that  time.  In 
more  than  twenty  cases  operated  on  by  my  brother  and  myseli 
after  twenty-four  hours  they  all  died.  This  is  not  an  argument 
against  operative  interference,  but  against  late  operation. 

Dr.  George  A.  Baxter,  of  Chattanooga,  Tenn. — I  have  been 
sitting  impatiently  and  feeling  that  the  gentlemen  who  have 
been  speaking  were  saying  more  than  they  intended  when  they 
said  that  every  gunshot  wound  of  the  abdomen  should  be  oper- 
ated on.  They  always  limit  it,  when  it  comes  to  a  real  under- 
standing of  perforating  wrounds  of  the  abdominal  viscera,  to  early 
operations.  But  there  is  a  large  class  of  cases  limited  further  to 
men  skilled  in  abdominal  operations.  How  many  of  these  cases 
in  the  first  twenty  four  hours  pass  into  the  hands  of  those  who 
are  skilled  in  abdominal  surgery  ?  I  recall  two  cases  that 
came  under  my  observation,  one  of  which  is  on  record  in  the 
proceedings  of  this  Association  of  the  past  year,  in  which  the 
man  received  a  handful  of  bullets  in  the  back,  with  bleeding 
from  the  mouth  and  with  hiccough.  I  did  not  see  him  for 
several  days.  When  I  did  see  him  I  saw  it  was  useless  to  oper- 
ate, because  the  man  was  getting  well.  There  was  one  case  of 
penetration  of  the  viscera  that  got  well.  This  case  must  be 
included  with  those  reported.  The  case  was  exhibited  at  a  local 
medical  society  meeting  during  the  time  of  the  progress  of  heal- 
ing a  wound,  yet  oozing  was  taking  place  from  the  stomach,  to 
prove  positively  that  the  wounda  did  exist. 

During  the  last  year  I  saw  a  man  who  was  shot  with  a  38- 
calibre  bullet  (with  intent  to  kill)  midway  between  the  ensiform 
cartilage  and  umbilicus.  The  bullet  came  out  over  the  upper 
part  of  the  ileum.  I  saw  the  man  the  third  day  after  he  was 
shot,     lie  was  getting  well,  there  being  no  subjective  symptoms. 

It  seems  me  to  there  should  be  a  clear  distinction  made  when 
and  when  not  to  open  the  abdomen  in  cases  of  gunshot  injury. 
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Every  physician  is  responsible  for  the  course  he  pursues  in  open- 
ing the  abdomen.  If  he  is  in  doubt  an  operation  should  tx 
ploratory.  These  operations  should  be  done  early,  not  late.  I 
do  not  clearly  understand  the  position  of  Dr.  Senn  as  to  lapar- 
otomy for  gunshot  wounds  of  the  abdomen.  I  take  it  that  his 
experience  in  the  Late  Spanish-American  war  has  bees  contra- 
dictory of  the  position  previously  held  by  him  and  the  position 
he  took  during  the  early  part  of  the  summer  before  going  to 
Santiago.  We  invited  him  to  address  the  members  of  the  Chat- 
tanooga Medical  Society  on  gunshot  wounds  of  the  abdomen, 
which  he  did,  and  clearly  outlined  his  position  in  regard  to  their 
surgical  treatment.  Unquestionably  his  experience  with  refer- 
ence to  operative  interference  has  materially  changed  since,  and 
whether  he  urges  early  operations  now  I  do  not  know.  One 
gentleman  accompanying  him — Major  Woodbury — the  same 
evening  talked  about  splenectomy  on  the  battle-field,  and  con- 
cluded that  it  was  utterly  impossible  to  do  that  operation  on  the 
field. 

There  is  another  exception  to  early  laparotomy  in  gunshot 
wounds.  We  must  limit  it  or  take  it  outside  of  military  Bur- 
gery.  Occasionally  it  may  be  done  on  the  battle-field  with  good 
results.  These  cases,  however,  are  better  and  more  successfully 
treated  in  hospitals,  with  proper  surroundings,  facilities,  and  con- 
veniences ;  but  we  will  never  succeed  in  making  many  laparoto- 
mies upon  the  battle-field  with  favorable  results.  I  wish,  if  this 
Association  should  pass  a  resolution,  or  reaffirm  the  resolution 
passed  a  year  or  two  ago,  on  Dr.  Parker's  paper,  with  which  I 
agree,  it  would  make  a  clear  distinction  between  an  early  opera- 
tion and  a  late  one.  This  distinction  must  be  made  if  we  expect 
to  stand  before  the  courts  of  this  country. 

Dr.  John  T.  \Yii.>-»n,  of  Sherman,  Texas. — It  seems  to  me 
that  the  prognosis  in  cases  of  gunshot  wounds  is  dependent  upon 
a  number  of  conditions.  Take  a  patient,  for  instance,  with 
of  the  condition-  described  by  Dr.  Parker  and  Dr.  McRae,  and 
they  would  have  considerable  influence  in  the  outcome  of  these 
wounds.  A  patient  in  an  exhausted  condition,  and  who  is  per- 
haps infected  by  malarial  poisoning,  has  always  more  or  less 
shock,  and  he  feels  it  more  than  if  he  were  in  a  good  condition. 
Previous  to  the  Civil  War  and  during  that  time  the  abdominal 
cavity  was  Bacred   ami   few  surgeon-  entered   it.      Now  they  can 
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do  it  with  impunity,  and  there  were  some  points  brought  oul  by 

Dr.  Parker  which  were  very  important.  In  addition  to  the  size 
of  the  calibre  of  the  ball  it  is  very  important  to  consider  the 
shape  of  the  ball.  Take  the  Mauser  bullets,  and  you  will  find 
they  are  conical,  with  a  more  or  less  sharp  point.  It  makes  a 
wound  clearer  and  cleaner,  and  one  not  so  ragged  as  the  lamer 
bullet.  Then,  too,  during  the  Civil  War  a  great  many  of  the 
halls  were  round  or  larger;  they  would  always  leave  a  large 
wound,  and  at  the  point  of  exit  a  ragged  one.  The  smaller 
bullets  do  not  carry  in  with  them  so  much  clothing  as  the  larger 
ones,  and  a  great  many  of  the  cases  of  infection  came  from  the 
clothing  that  was  carried  in  with  these  bullets.  It  is  my  belief 
that  the  majority  of  these  cases  suffer  more  from  shock  than 
from  septic  infection,  and  it  is  in  these  cases  where  the  impor- 
tance of  early  operation  comes  in.  If  you  have  a  wound  of  the 
abdominal  cavity,  no  matter  whether  it  has  penetrated  the  intes- 
tine or  not,  and  .frequently  it  does  the  omentum  and  even  the 
abdominal  wall,  you  may  have  concealed  hemorrhage  somewhere  ; 
but  you  do  not  always  know  that  you  are  having  serious  internal 
hemorrhage  until  it  is  very  late  and  the  patient  is  exhausted.  A 
great  many  of  these  cases,  too,  do  not  come  under  the  care  of  the 
operating  surgeon  until  a  number  of  hours  after  the  accident  has 
occurred. 

I  believe,  as  all  of  the  previous  speakers  have  said,  that  it  is 
extremely  important  to  operate  early.  There  are  no  signs  by 
which  we  can  be  absolutely  convinced  in  every  case  that  there 
is  perforation  of  the  intestine.  The  character,  the  technique, 
and  rapidity  of  the  operation  are  imjiortant — a  point  very  for- 
cibly made  by  Dr.  Davis.  The  intestines  should  be  exposed  as 
little  as  possible.  Exposure  of  the  intestines  always  produces 
more  or  less  shock,  and  the  greater  the  exposure  the  more  pro- 
found the  shock.  A  great  many  of  these  wounds  are  inflicted  in 
brothels,  in  alleys,  etc.,  and  the  surgeon  is  compelled  to  operate 
early  to  save  life.  The  conditions  are  always  bad,  yet  he  can 
always  have  plenty  of  hot  water,  and  that  is  important.  I 
recall  two  cases  in  a  desperate  condition  that  were  operated  on. 
A  lady,  who  was  dancing  in  a  ball-room,  had  a  ruptured  intra- 
abdominal pregnancy.  She  was  taken  to  a  room  ;  surgeons  were 
summoned  as  soon  as  possible,  and  when  they  arrived  at  the  room 
wThere  the  woman  was  the  physician  in  attendance  said  there 
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waa  do  use  to  operate,  that  the  woman  was  dying,  there  being  no 
pulse  at  the  wrist.  One  of  the  surgeons  said  it  was  his  duty  to 
open  the  woman's  abdomen  at  once.  Be  did  so,  Bought  the 
bleeding  vessel,  tied  it,  cleaned  out  the  abdomen,  filled  the  cavity 

with  normal  salt  solution,  closed  the  abdomen,  and  the  woman  is 
alive  to-day. 

I  remember  another  case  of  gunshot  wound  with  an  ordinary 
45-calibre  pistol,  which  was  operated  on  by  a  young  country 
physician  who  had  never  performed  a  laparotomy.  In  this  case 
there  were  eight  penetrating  wounds  of  the  intestine.  lie  sutured 
all  of  the  wounds,  cleansed  the  cavity  as  thoroughly  as  possible, 
closed  the  abdomen,  put  the  woman  to  bed,  and  she  is  living  to- 
day. 

Reverting  to  Dr.  Parker's  paper  in  regard  to  wounds  of  the 
cerebrum,  some  gentleman  asked  about  the  mental  condition. 
AVe  have  a  good  many  wounds  of  the  cerebrum  that  produce 
little  or  no  mental  symptoms  except  that  condition  he  spoke  of 
as  a  dazed  condition.  I  have  seen  quite  a  number  of  wounds  of 
the  cerebrum  where  the  mental  condition  of  the  patient  was  not 
affected.  I  recall  one  patient  who  carried  a  ball  in  his  cerebrum 
for  five  years,  and  he  apparently  was  perfectly  well.  Many  of 
you  doubtless  will  remember  the  case  that  Dr.  Hunter  McGuire 
cited  at  the  Richmond  meeting  of  this  Association,  where,  during 
the  last  year  of  the  war  at  the  battles  around  Richmond,  a  man 
was  shot  in  the  brain,  the  ball  having  penetrated  the  brain  sub- 
stance. He  was  carried  to  the  hospital,  was  not  operated  on, 
and  Dr.  McGuire,  several  years  afterward,  saw  this  patient,  and 
his  mind  was  a  perfect  blank.  He  did  not  know  anything,  other- 
wise he  seemed  to  be  in  good  health.  The  Doctor  operated  on 
him,  removed  the  ball,  closed  the  wound,  left  the  patient  in  a 
good  condition,  and  soon  after  he  recovered  from  the  anaesthetic 
the  patient  asked  the  question,  "  Where  is  the  army  to-day?" 
The  army  was  on  the  march  when  he  was  wounded,  and  he 
asked  that  question  after  his  recovery. 

I  cannot  agree  with  one  point  in  the  paper  of  Dr.  Parker  as 
to  wounds  of  the  spinal  cord.  If  the  spinal  cord  is  severed  we 
cannot  do  anything.  In  every  wound  of  the  spinal  cord  it  is 
the  duty  of  the  surgeon  to  cut  down  and  remove  any  spieula  of 
bone,  even  though  it  may  pass  partly  through  the  cord  :  put  the 
patient    in   a   condition  where   he   can    be   at    perfect  rest,  BO  that 


58  GUNSHOT  WOUNDS. 

the  pulse  can  react, and  oftentimes  recovery  takes  place.  I  have 
Been  several  patients  recover  completely. 

Lastly,  it  is  well  known  that  a  patient  whose  system  is  badly 
infected  with  malarial  poisoning  is  much  more  susceptible  than  a 
patient  in  health,  and  the  suppuration  which  takes  place  in 
such  a  condition  is  always  greater  and  seems  to  be  much  more 
sever.  •. 

Dr.  W.  L.  Rodman,  of  Louisville,  Ky. — I  am  sure  that  we 
have  been  very  much  interested  and  instructed  by  the  reading 
of  these  three  most  excellent  papers  and  the  very  general  discus- 
sion which  they  have  elicited.  No  more  practical  subject  could 
be  brought  before  the  Association  than  that  of  penetrating 
wounds  of  the  abdomen.  The  paper  of  Dr.  Parker  interested 
me  very  much,  aud  I  have  been  disposed  to  take  the  same  posi- 
tion in  penetrating  wounds  of  the  abdomen  as  my  friends,  Drs. 
( rrant  and  McRae,  believing  all  of  these  cases  should  be  oper- 
ated upon,  and  the  sooner  it  is  done  the  better.  Mark  you,  I 
say  undoubted  penetrating  wounds  of  the  abdomen.  Dr.  Bax- 
ter raised  an  important  question  when  he  said  that  he  did  not 
think  a  laparotomy  should  be  performed  for  every  wound  of  the 
abdominal  wall.  I  have  pursued  this  practice  in  every  case  of 
the  kind  I  have  seen  in  the  last  ten  years.  The  first  laparotomy 
I  ever  did  for  a  penetrating  wTound  of  the  abdomen  was  in  Janu- 
ary, 1886.  I  lost  the  first  three — all  desperate  cases — operated 
on.  I  wras  not  deterred  by  this  experience.  I  have  operated  on 
two  other  cases  since,  and  they  have  both  gotten  well.  My  last 
case  was  one  in  which  life  had  been  saved  by  late  operation, 
the  operation  being  done  fifty-one  hours  after  the  injury  was 
received.  The  man  was  shot  with  a  rifle-ball  in  the  side  at 
about  nine  o'clock  Friday  morning ;  he  was  brought  to  Phila- 
delphia on  Sunday  morning,  reaching  us  about  ten  or  eleven 
o'clock.  He  was  put  on  the  operating-table  at  twelve,  and  oper- 
ated on,  after  having  travelled  by  railroad  a  distance  of  two  hun- 
dred miles,  and  nine  miles  over  the  country.  I  really  thought 
I  saved  that  man's  life  by  operation,  but  after  hearing  Dr. 
Parker's  paper  am  inclined  to  doubt  it.  When  Dr.  Senn  and 
Dr.  Parker  advise  masterly  inactivity  in  the  treatment  of  pene- 
trating wounds  of  the  abdomen  under  certain  circumstances  and 
environments,  we  know  that  their  conclusions  must  have  been 
reached   after  careful   thought.     Some  of  these  cases  get  well 
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after  undoubted  penetration  of  the  gut,  and  therefore  the  state- 
ment of  Otis  that  I  read  years  ago  and  which  impressed  me  bo 
much,  that  there  is  not  a  single  incontestable  case  on  record  of 
gunshot  wound  of  the  small  intestine  resulting  from  the  Civil 
War  that  recovered,  cannot  be  borne  out  by  recent  experiences 
in  Santiago  and  elsewhere.  So  I  rather  question  whether  I  saved 
that  man's  life,  and  whether  he  might  not  have  recovered  without 
an  operation.  He  had  general  peritonitis  when  he  was  brought 
to  Philadelphia;  his  temperature  was  101.5°  F. ;  pulse  120.  I 
did  not  want  to  operate  on  him,  believing  that  there  was  no 
chance  for  him  to  get  well.  As  a  dernier  ressort^  on  account  of 
the  teachings  of  the  day  in  cases  of  this  kind,  I  was  prompted 
to  do  an  operation.  I  very  reluctantly  had  him  placed  upon 
the  operating-table,  traced  the  wound  made  by  the  bullet  down 
to  the  intestine,  found  a  wound  of  the  gut,  with  a  large  amount 
of  fecal  matter  which  had  extravasated.  This  was  washed  out 
thoroughly  and  the  cavity  irrigated.  It  is  possible  that  the 
reparative  processes  of  nature  had  gone  on  in  such  a  way  as  to 
shut  off  the  damaged  gut  from  the  general  cavity,  and  he  might 
have  been  saved  without  operative  interference,  and  in  the  course 
of  a  few  days  there  would  have  been  discharge  of  the  abscess  and 
of  fecal  matter,  and  a  fecal  fistula  follow.  The  bullet  or  ball 
with  which  this  man  was  shot  was  a  small  one,  about  the  same 
as  those  spoken  of  by  Dr.  Parker.  The  opening  in  the  gut  was 
quite  large,  and  it  took  four  or  five  Lembert  sutures  to  close  it 
satisfactorily. 

I  had  hoped  that  this  question  of  operative  interference  in 
gunshot  wounds  of  the  abdomen  was  pretty  well  settled,  but  I 
am  not  prepared,  after  hearing  the  paper  of  Dr.  Parker  and 
reading  the  papers  of  Senn  and  others — men  who  are  scientific 
and  competent — to  take  such  radical  ground  as  I  have  here- 
tofore done.  I  am  inclined  to  think  that  we  have  all  gone  too 
far  in  our  activity  in  these  cases.  In  other  words,  tin1  paper  of 
Dr.  Parker  and  the  testimony  of  the  other  army  surgeons  that 
we  have  had  in  the  last  two  or  three  months  ought  to  make  us 
stop  and  think.  Most  of  us  believe  that  prompt  operation  under 
suitable  conditions  and  environments  will  always  give  the  best 
results. 

I  recall  the  case  of  a  man  who  was  shot  about  two  yean 

midway  between  the  ensiform  cartilage  and  umbilicus.      He  had 
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been  Easting  for  twenty-four  hours.  He  was  shot  with  a  38- 
calibre  pistol  bullet,  which  I  have  at  home.  The  bullet  trav- 
ersed the  abdomen,  fractured  the  eleventh  dorsal  vertebra, 
causing  immediate  paraplegia.  I  did  a  laminectomy  in  this 
man's  case,  but  he  never  had  a  symptom  referable  to  the  abdom- 
inal wound.  Although  the  bullet  had  traversed  the  entiiv  ab- 
dominal cavity,  yet  the  hollow  viscera  under  favorable  conditions 
escaped  injury.      Dr.  Baxter  reports  a  similar  case. 

Dr.  McRae  in  his  paper  makes  the  point  that  stab  and  shot 
wounds  are  different  things.  Nearly  all  stab  wounds  get  well. 
In  the  vast  majority  of  instances  the  intestines  will  get  out  of 
the  way  of  a  knife.  I  recall  but  one  case  of  stab  wound  in  which 
the  gut  was  cut.  and  the  man  was  not  seen  before  forty-eight 
hours  after  the  infliction  of  the  injury,  when  he  was  dying  of 
peritonitis.     All  the  other  cases  I  know  of  have  recovered. 

When  we  consider  the  experience  of  Drs.  Parker,  Senn,  and 
other  army  surgeons  who  have  talked  and  written  so  much  dur- 
ing the  last  few  months,  it  behooves  us  to  be  slow  in  our  criti- 
cism of  men  who  decline  to  operate  in  these  cases  without  the 
best  reasons  for  so  doing ;  yet  at  the  same  time  I  do  not  wish  to 
be  understood  as  either  advocating  or  advising  a  masterly  inac- 
tivity where  the  environments  are  favorable. 

Dr.  Willis  F.  Westmoreland,  of  Atlanta,  Ga. — I  can 
hardly  agree  with  some  of  the  remarks  that  have  been  made. 
If  a  surgeon  is  confronted  with  a  case  of  penetrating  wound  of 
the  abdomen  in  which  there  is  a  perforation  of  the  intestine, 
particularly  if  there  be  extravasation  of  contents,  instead  of  it 
being  masterly  inactivity  to  let  it  alone  I  should  consider  it 
criminal  inactivity  not  to  operate.  If  we  went  to  court  to  testify 
in  such  cases  I  think  we  would  be  apt  to  take  the  stand  that  it 
is  criminal  inactivity  not  to  operate.  I  am  not  surprised  at  the 
position  taken  by  Dr.  Senn  in  regard  to  this  subject,  particu- 
larly if  he  uses  the  hydrogen-gas  test  as  a  diagnostic  measure. 
I  think  his  gas,  if  it  did  no  other  harm,  would  in  the  majority 
of  cases  infect  the  patient,  even  though  the  operation]  may  be 
successfully  performed,  and  result  in  death  from  peritonitis. 
If  the  statement  made  by  Senn  in  his  Presidential  Address  at  the 
meeting  of  the  American  Medical  Association  be  true,  namely, 
that "  scarcely  a  day  passes  without  finding  pus,"  we  can  accounl 
for  the  position  he  takes  in  regard  to  this  class  of  cases. 
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In  regard  to  bullets  traversing  the  abdominal  cavity  without 
injuring  the  intestine,  Dr.  Hunter  McGuire,  a  Dumber  of  years 
ago  reported  nine  cases  in  which  he  made  post-mortem  examina- 
tions, and  all  of  them  died  of  peritonitis,  showing  that  a  bullet 
can  traverse  the  abdominal  cavity  without  perforating  the  intes- 
tines. It  also  shows  that  in  quite  a  large  number  of  cases  tin- 
danger  practically  is  as  great  as  if  the  hollow  viscera  have  been 
injured.  » 

There  is  a  considerable  difference  between  the  average  bullet 
vou  see  in  civil  practice  and  those  that  are  used  on  the  battle- 
field. The  average  bullet  observed  in  civil  practice  is  always 
larger  than  those  used  by  either  one  of  the  pins  in  the  recent 
war,  with  the  exception  of  the  Springfield.  Lead  bullets  jag 
the  clothing,  and  are  more  apt  to  produce  jagged  wounds  than 
the  Mauser  bullets.  This  plays  an  important  part  either  in  fecal 
leakage  or  in  the  result  of  the  case.  But  individual  experiences 
should  have  no  bearing  upon  such  an  important  subject  as  this. 
^Ye  are  here  to  enunciate  principles  that  must  be  followed. 

I  have  had  four  cases  in  which,  so  far  as  I  could  tell  without 
exploratory  operation,  which  I  rarely  undertake,  that  the  bullet 
must  have  penetrated  the  abdominal  cavity.  All  three  patients 
declined  operation,  and  all  got  well.  What  does  that  show  ? 
The  bullet  may  not  have  penetrated  the  abdominal  cavity,  and  I 
did  not  explore  the  cavity  to  see  whether  it  did  or  not.  It  may 
have  penetrated  the  solid  viscera,  as  the  liver  or  kidney,  where 
adhesions  were  set  up  promptly,  without  there  being  an  apparent 
injury.  In  one  case  the  liver  and  kidney  were  perforated,  the 
patient  recovered,  and  this  deterred  me  from  operating  on  other 
cases. 

Another  point  of  much  more  importance  isnot  whetherwe  should 
operate,  but  the  manner  in  which  we  should  treat  the  intestines 
after  we  have  opened  the  abdominal  wall.  I  am  of  the  opinion 
that  many  cases  die  after  operative  interference.  They  i\o  not 
die  from  the  operation  or  shock  per  ■«',  but  from  the  faulty  tech- 
nique employed  in  the  operative  procedure.  A  man  not  accus- 
tomed to  doing  abdominal  surgery,  if  he  has  a  gunshot  wound 
of  the  intestine  close  to  the  mesentery,  probably  (anting  off  the 

circulation  of  the  intestine,  the  chance-  are  that  in  nine  cases 
out  of  ten  he  will  close  that  wound  without  thinking  of  restoring 
the  circulation,  and  consequently  death   may  take   place   from 
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either  ulceration  or  gangrene.  On  the  other  hand,  the  experi- 
enced Burgeon  would  make  a  resection  in  such  cases. 

Dr.  Parker  (closing  the  discussion  on  his  part). — Sonic  <»f 
the  members  did  not  catch  the  points  J  tried  to  make.  I  endeav- 
ored to  make  a  distinction  between  the  treatment  of  abdominal 
cases  "ii  the  battle-field  and  in  civil  life.  While,  as  I  said,  I  am 
very  strongly  opposed  to  laparotomy  on  the  field  ami  under  the 
conditions  that  existed,  I  am  not  opjwsed  to  it  in  gunshot  wounds 
of  the  abdomen  in  civil  life.  Indeed,  in  civil  life  I  believe  as 
much  as  I  ever  did  that  the  thing  to  do  is  to  get  in  and  get  out 
of  the  belly  as  soon  as  we  can  do  so  consistent  with  good  work. 
I  agree  with  Dr.  Wilson  that  we  should  use  plenty  of  hot  water. 

As  to  the  question  of  shock  in  these  cases  before  operation,  I 
believe  when  we  see  what  looks  like  shock  it  is  hemorrhage,  and 
the  more  I  have  seen  of  these  cases  the  more  do  I  believe  it  is 
true. 

I  am  more  firmly  impressed  than  I  have  ever  been  before 
with  the  conservative  plan  of  treatment  in  wounds  of  the  kid- 
ney. Unless  there  are  wounds  of  the  renal  vessels,  of  the  ureter, 
or  of  the  pelvis  of  the  kidney,  with  great  hemorrhage,  I  do  not 
think  we  should  remove  the  kidney.  I  know  that  some  surgeons 
who  are  prominent  in  this  line  of  work  advocate  it,  but  I  con- 
sider it  a  mistake.  Taking  Dr.  Keen's  own  cases  in  which  he 
advises  removal  of  the  kidney,  the  table  shows  a  much  larger 
percentage  of  recoveries  where  the  kidney  was  not  removed  than 
where  it  was. 

In  looking  up  the  question  of  prognosis,  not  only  with  refer- 
ence to  early  operation,  but  as  having  a  bearing  on  the  mortality 
and  the  number  of  hours  before  operation,  I  was  surprised  to 
hear  as  good  results  from  resection  as  Dr.  Grant  found.  I  men- 
tioned thirteen  cases  of  resection  of  the  bowel  after  gunshot 
wounds,  with  but  one  recovery.  That  is  my  recollection  of  the 
table.     Two  out  of  three  is  a  remarkable  record  in  that  line. 

As  to  the  technique,  there  are  one  or  two  points  in  which  I 
differ  with  some  of  the  previous  speakers.  One  gentleman  spoke 
of  small  incisions.  I  believe  in  making  a  small  incision,  but  it 
should  be  large  enough  to  be  able  to  see  well  and  to  do  thor- 
oughly what  one  is  going  to  do.  I  do  not  believe  in  making  an 
unnecessarily  long  incision,  but  it  should  be  sufficiently  long  to 
give  the  surgeon  a  chance  to  examine  the  cavity  thoroughly. 
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I  do  Dot  believe  in  limiting  myself  to  a  two  or  three-inch  in- 
cision. 
I  think  the  question  of  the  line  of  Buturing  of  the  bowel  in 

these  injuries  is  Important  ;  I  believe  it  should  be  in  the  long 
axis  of  the  bowel. 

As  to  the  case  reported  by  Dr.  Rodman,  I  question  very  much 
whether  he  saved  the  man's  life  by  operating. 

As  to  the  sixtcecn  wounds  without  perforation,  Dr.  Senn  con- 
ducted some  very  interesting  experiments  along  this  line  on  the 
cadaver.  Pie  found  in  wounds  above  the  umbilicus,  if  my  recol- 
lection serves  me  right,  that  in  about  16  per  cent,  of  the  cases 
there  was  no  perforation  of  the  hollow  viscera,  but  in  wounds 
below  the  umbilicus  he  believes  it  is  necessary  to  operate; 
but  cases  did  get  well  where  the  intestines  were  perforated. 
I  have  seen  several  cases  in  which  I  was  satisfied  perforation 
of  the  intestine  had  occurred.  One  of  them  was  a  man  that  I 
Baw  the  first  year  I  studied  medicine,  he  being  a  patient  of  Dr. 
T.  G,  Richardson.  At  that  time  surgeons  wrere  not  opening  the 
abdomen  so  much  for  gunshot  wounds.  This  man  got  well  with- 
out laparotomy.  The  wound  was  a  little  to  the  left  of  the  umbili- 
cus. At  the  end  of  about  five  years  the  man  came  back  to  the 
hospital  with  another  gunshot  wound  of  the  abdomen,  an  inch 
and  a  half  below  the  umbilicus,  and  the  late  Dr.  A.  11.  Miles 
found  fourteen  perforations  of  the  intestine,  all  matted  together, 
but  he  got  well.  He  was  a  good  subject  for  gunshot  wounds. 
I  recall  the  case  of  a  man  who  was  shot  in  the  left  lumbar  region 
with  a  double  load  of  buckshot;  twelve  of  the  shot  came  out  in 
the  right  iliac  region.  He  was  doing  so  well  three  or  four  days 
after  he  was  shot,  the  time  when  he  came  under  my  observation, 
that  I  decided  to  temporize.  I  found  it  necessary  subsequently 
to  open  the  wound  and  let  out  pus.  There  was  sloughing  of  the 
gut,  and  he  had  a  fecal  fistula  which  finally  closed. 

Cases  do  get  well  after  perforation  of  the  intestines,  especially 
perforations  made  by  small  bullets,  if  the  intestine  happens  to  be 
more  or  less  empty. 

Dr.  Julian  T.  Field,  of  Fort  Worth,  Texas  (by  invitation  i. 

—  [  have  enjoyed  the  discussion  very  much.      We  know  that  the 

peritoneum  takes  care  of  a  certain  amount  of  Bepsis,  and  that  we 
can  get  rid  of  it  with  normal  Ball  solution,  flushings,  etc. ;  but 
frequently  we  cannot  get  rid  of  enough,  or  rather  the  individual 
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cannot  take  care  of  enough,  and  what  we  need  [a  sonic  agent  to 
destroy  the  pathogenic  germs  in  the  peritoneum.  I  have  noticed 
recently— I  cannot  remember  where  I  saw  it — in  the  literature 
that  formalin  has  been  used  for  this  purpose--!  :  2000.  The 
gentleman  had  operated  on  a  number  of  animals,  and  had  used 
it  with  success,  in  that  peritonitis  was  relieved.  li  Beems  t<>  me 
it  is  along  this  line  that  we  must  expect  to  get  favorable  results. 
I  have  no  doubt  some  of  the  members  have  read  the  article  I 
refer  to.  The  formalin  destroys  the  pathogenic  germs  and  pre- 
vents peritonitis. 

Dr.  McRae  (closing  the  discussion  on  his  part). — I  wish  to 
mention  simply  one  or  two  points  that  have  been  brought  out 
in  the  discussion.  Dr.  Baxter  mentioned  the  time  of  operating. 
I  took  occasion  to  state  in  my  paper  that  I  thought  the  proposi- 
tion should  be  laid  down,  in  penetrating  wounds  of  the  abdomen, 
to  operate  as  early  as  possible.  I  believe  a  large  proportion  of 
late  operations  will  terminate  fatally.  A  large  number  of  the 
operations  ou  cases  done  after  six  hours  will  end  fatally.  Dr. 
Senn  and  others  have  pointed  out  that  the  most  favorable  loca- 
tion of  these  wrounds  for  the  viscera  to  escape  in  the  upright 
position,  is  above  the  umbilicus.  The  hollow  viscera  frequently 
escape  where  the  individual  is  standing  upright  and  the  point  of 
entrance  of  the  bullet  is  above  the  umbilicus  ;  where  it  is  below 
that  point  the  hollow  viscera  are  almost  always  injured. 

Dr.  Parker  slightly  misconstrued  the  remarks  I  made  upon 
the  case  of  injury  of  the  kidney.  I  believe,  as  he  does,  that 
where  the  large  vessels  are  wounded,  the  pelvis  of  the  kidney  has 
been  opened,  or,  where  the  ureter  has  been  opened,  that  the  kid- 
ney should  be  removed  ;  in  those  cases  nephrectomy  is  absolutely 
essential  to  save  the  life  of  the  individual. 

Dr.  Grant  (closing  the  discussion). — I  have  only  a  few  words 
to  Bay.  I  think  the  Association  is  indebted  to  Dr.  Westmoreland 
for  calling  our  attention  to  the  fact  that  we  are  discussing  sur- 
gical principles,  not  individual  experiences;  but  what  we  wish, 
as  surgeons,  is  to  do  the  greatest  good  in  the  greatest  number  of 
and  we  are  here  to  discuss  and  adopt  those  principles 
which  shall  serve  as  guides  to  our  operative  steps.  Individuals 
escape  in  many  instances  from  accidents  or  conditions  that  are 
almost  invariably  fatal.  Because  a  man  falls  out  of  a  balloon 
from  a  considerable  height  and  escapes,  or  falls  three  or  four 
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stories  from  a  building  without  suffering  injury,  is  that  any 
reason  why  we  Bhould  encourage  others  to  undertake  similar 
experiences?  What  we  wish  to  understand  clearly  Is  what 
is  the  best  thing  under  certain  circumstances.  The  first  and 
most  important  part  is  to  consider  the  conditions  presented  to 
us.  I  have  been  misunderstood,  or  else  my  paper  did  not  clearly 
state  my  position.  I  distinctly  stated  that  in  the  treatment  of 
penetrating  wounds  of  the  abdomen  the  first  thing  to  be  done  is 
to  transport  the  patient  to  a  convenient  place,  when  a  skilled 
hand  should  do  a  laparotomy.  All  cases  practically  operated  on 
after  twenty-four  hours  perish. 

As  I  stated  in  my  paper,  I  believe  it  is  impossible  to  make  a 
diagnosis  of  perforation  of  the  intestine  with  any  degree  of  cer- 
tainty. Therefore,  I  look  at  the  subject  in  this  way  :  If  a  patient 
is  seen  within  eight  or  ten  hours  after  an  injury  of  this  kind, 
under  favorable  surroundings,  it  is  an  established  surgical  prin- 
ciple that  a  skilful  surgeon  should  determine  whether  the  intes- 
tine has  been  penetrated  or  not.  If  it  has  this  surgeon  will  not 
be  afraid  that  an  exploratory  operation  will  result  fatally  ;  he 
will  immediately  make  it,  knowing  that  he  cannot  hurt  his 
patient,  and  that  he  will  probably  save  his  life.  There  is  not 
a  member  of  this  Association  present  who,  if  he  knew  he  had  a 
perforation  of  his  intestine,  would  not  submit  to  an  operation, 
whether  it  was  going  to  hurt  him  or  not.  All  persons,  under 
favorable  surroundings,  who  have  penetrating  wounds  of  the 
abdomen,  have  a  right  to  the  chance  of  laparotomy  within  a 
period  when  such  operations  are  usually  successful,  namely,  any 
time  up  to  the  first  twenty-four  hours.  If  it  is  purely  a  question 
of  the  condition  the  individual  presents,  if  he  is  getting  well,  let 
him  alone.  If  he  has  general  peritonitis,  flickering  pulse,  cold 
hands  and  feet,  you  had  better  not  operate  unless  he  or  his 
family  demand  it. 

Dr.  Rodman  is  unusually  modest.  He  undoubtedly  saved  his 
patient's  life;  he  saved  him  from  having  a  fecal  fistula.  He 
did  the  proper  kind  of  operation  that  eventually  would  have 
been  necessary. 


S  Surg 


A    PLEA  FOR  THE  MORE   CORRECT  APPLK  A 
TION  OF  THE  EMMET  METHODS  IN 
PLASTIC  SURGERY. 


By  W.  I).   Haggard,  Jr.,   M.D., 
Nashville.   Tenn. 


The  brilliant  achievements  in  abdominal  surgery  have  so 
far  outshone  the  humbler  plastic  operations  that  their  perfec- 
tion has  been  very  much  impaired.  The  apothegm  that 
"  whenever  anything  is  as  good  as  it  can  be  it  cannot  get 
better "  is  particularly  applicable  to  the  work  of  the  early 
school  of  gynecologists.  It  is  equally  axiomatic  that  when 
progress  approximates  perfection  it  ceases  to  improve,  and 
decadence  ensues. 

Plastic  surgery  of  the  vaginal  wTalls  and  cervix  uteri  of  the 
present  is  a  polyglot  of  many  methods,  widely  differing  in 
principle  and  hopelessly  diverging  in  practice.  It  is  usually 
the  bete  noir  of  the  practitioner,  the  unfruitful  field  of  the 
general  surgeon,  and  the  neglige  work  of  the  gnyecologist. 
It  is  not  that  we  love  it  less,  be  it  said,  but  that  we  love 
major  work  better.  In  addition  to  these  obvious  reasons  for 
the  deplorable  lack  of  excellence  in  much  of  this  class  of 
work,  and  to  the  general  apathy  in  this  department  of  sur- 
gerv,  there  are  more  material  and  serious  impediments  to 
perfected  results  :  A  somewhat  exaggerated  idea  of  the  im- 
portance of  the  perineal  body,  so-called  ;  the  lingering  belief 
in  its  similitude  to  the  keystone  of  the  arch  in  its  office  of 
supporting  the  uterus ;  the  failure  to  appreciate  the  role  of 
the  pelvic  fascia  in  maintaining  the  integrity  of  the  pelvic 
floor  and   its  functional   relations;  and   more  especially   the 
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failure  to  grasp  the  results  of  its  injury  and  the  mechanics  of 
production  of  rectocele,  together  with  the  exact  method-  for 
its  correction.  Finally,  the  employment  of  other  Buture  mate- 
rial than  silver  wire.  Even  when  these  elementary  facts  and 
their  significance  are  known  theoretically  the  mechanical  diffi- 
culties in  meeting  the  anatomical  and  physiological  indica- 
tions are  very  considerable.  More,  perhaps,  than  in  other 
surgery.  It  has  been  said  that  much  of  modern  surgery 
tends  to  dissociate  it  from  the  characterizing  manual  dex- 
terity from  which  it  derived  its  name,  yet  the  substitution 
of  instrumental  for  manual  manoeuvres  is  essentially  neces- 
sary in  the  class  of  operations  referred  to.  Its  successful 
execution  requires  a  special  aptitude,  nicety  of  judgment, 
delicacy  of  manipulation,  and  the  inherent  modelling  and 
coaptation  of  parts  which  is  signified  by  the  word  plastic. 
In  this  branch  is  found  one  of  the  highest  exemplifications 
of  science  wedded  to  art,  because  the  creative  feature,  the 
object  to  be  obtained,  and  the  highly  artistic  means  of  attain- 
ing it,  pre-eminently  stamp  it  as  essentially  an  art. 

Plastic  surgery  received  its  first  impetus  from  the  pioneer 
work  of  that  great  master — Sims — when,  in  1845,  he  made 
the  brilliant  cures  of  vesico-vagiual  fistula  on  the  patients 
whose  fortitude  and  high  courage  entitle  them  to  share 
something  of  the  gratitude  of  posterity  for  participating  in 
those  wonderful  discoveries  that  made  lacerated  woman 
whole. 

It  is  a  unique  circumstance  in  the  annals  of  surgery  that 
the  instruments  which  made  that  feat  possible  and  the  funda- 
mental principles  of  success  have  remained  unchanged. 

It  is  not  so  much  the  tribute  of  homage  to  unprecedented 
genius  as  the  truth  of  the  great  principles  he  enunciated,  and 
the  perfection  of  his  devices.  It  may  be  said,  then,  that  the 
surgery  of  vesico-vagiual  fistula  has  remained  unchanged  since 
the  operation  for  its  relief  was  given  to  a  waiting  world  by 
ncomparable  originator.  It  i-  a  subject  of  regret  that 
more  of  our  art  has  not  become  crystallized  into  such 
perfection. 
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Trained  in  this  embryo  school  under  the  great  Sims  him- 
self, possessed  of   a   remarkable   sense  of   adaptation,  great 

patience,  untiring  energy,  and  a  delicacy  of  touch  rarely  seen 
in  man,  was  Thomas  Addis  Emmet.  He  utilized  his  unpar- 
alleled   opportunities   in   extending   the   application   of   the 

methods  of  Sims  in  fistula  to  injuries  of  the  adjacent  soft  parts. 

In  1874  he  read  the  historic  paper  on  "  Laceration  of  the 
Cervix  as  a  Cause  of  Disease/'  which  swept  away  the  myth- 
ical "  ulcer  of  the  womb  "  from  the  nosology  of  disease,  sub- 
tracted much  from  the  sum  of  woman's  sorrow,  and  forged 
the  second  link  in  the  immutable  trio  of  perfected  plastic 
operations. 

It  would  seem  that  an  operation  so  accurately  described, 
so  universally  practised,  and  by  so  many  men,  would  be  more 
correctly  performed  ;  yet  I  have  seen  many  operators  simply 
cut  out  a  variable  plug  in  the  angles  of  laceration  and  sew  it 
up  by  through-and-through  sutures,  very  much  as  one  would 
the  corners  of  the  mouth.  No  attempt  was  made  to  remove  all 
the  cicatrical  and  cystogenic  tissue  or  to  maintain  the  conical 
form  of  the  cervix.  In  addition  to  attention  to  these  cardinal 
points  it  is  extremely  essential  to  preserve  the  continuity  of 
the  cervical  canal  down  to  the  new  external  ostium,  and  in 
the  suturing  to  avoid  the  formation  of  pockets,  which  are 
caused  by  leaving  irregular  recesses  unapproxi mated  by  the 
sutures.  The  denudation  is  the  scientific  aspect;  the  suturing 
the  artistic  consideration.  The  hard  cicatricial  plugs  in  the 
angles  and  the  oft-associated  honeycombed  condition  of  the 
cystic  tissue,  require  careful  excision  with  the  sharp-pointed 
curved  scissors,  and  very  often  amputation  of  the  cervix. 
The  raison  d'itre  of  the  operation  is  to  remove  all  abnormal 
tissue.  It  may  be  compared  in  one  sense  to  a  sequestrum  of 
boue,  and  the  further  analogy  of  the  necessity  of  complete 
removal  be  carried  out,  as  we  do  in  necrotomy.  The  hard 
tissue  can  sometimes  be  peeled  out  like  a  corn,  in  one  piece. 
The  finger  can  best  tell  when  all  diseased  tissue  is  removed. 
A  proper  appreciation  of  this  fact  causes  one  to  regard  instru- 
ments made  to  bite  out  an  arbitrary  piece  of  tissue  as  a  biscuit 
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cutter  does,  as  extremely  crude  and   in   discord  with  the  har- 
monizing indications  and  operative  corollary. 

The  BUtures,  when  introduced  to  close  the  excavations,  are 
arranged  like  the  ribs  of  a  palm-leaf  fan,  the  undenuded  strip 
which  is  to  constitute  the  new  canal  forming  the  rallying 
point,  and  each  suture  making  a  lesser  angle  with  it,  until 
the  last  one  on  each  side  is  almost  parallel  with  the  margin 
of  the  cervical  canal. 

The  difficulty  of  passing  the  needle  underneath  the  deepest 
portion  of  the  excavation  and  drawing  out  the  point  of  the 
needle  when  it  presents  is  overcome  by  pulling  up  the  bottom 
of  the  cervical  stump  so  that  the  needle  may  be  shoved  along 
on  a  plane  and  the  point  elevated.  Counter-pressure  made 
with  a  tenaculum  will  facilitate  the  passage  of  this  needle 
without  breaking  and  tedious  delay. 

When  the  site  of  the  proposed  canal  on  the  everted  anterior 
and  posterior  lips  is  felt  to  be  free  of  hard  tissue  then  the 
original  operation  of  Emmet — bilateral  trachelorrhaphy,  herein 
described — will  suffice,  no  matter  how  deep  the  laceration. 
However,  the  majority  of  cases  seen  at  the  present  time  re- 
quiring operation  are  the  ones  with  large,  hypertrophied 
cervices,  with  indurated  tissue  containing  numerous  cystic 
follicles.  The  rule  "  to  remove  all  morbid  tissue,"  when 
applied  in  these  cases,  necessitates  an  amputation  of  the  cervix. 
It  finds  its  analogy  in  the  indication  for  removal  of  hyper- 
trophied indurated  tonsils,  the  relic  of  recurring  inflammation. 
We  also  know  that  if  we  do  not  remove  all  dense  cicatricial 
tissue  in  the  cervix  that  it  will  be  only  a  resection  of  the  dis- 
ease, aud  "  the  vaginal  flaps  will  be  brought  over  the  morbid 
tissue  as  a  prepuce."  Amputation  can  be  substituted  for 
trachelorrhaphy  at  any  moment  of  the  operation.  The  ex- 
cision should  be  conoidal  ;  the  sutures  so  arranged  as  to 
pass  through  the  anterior  lip  and  out  through  the  canal.  A 
Bister  suture  through  the  posterior  lip  unites  mucosa  i  : 
vical  canal  to  vaginal  mucosa.  Apposition  sutures  through 
tii-  -tumps  draw  the  vaginal  flaps  snugly  over  the  cervical 
stump  like  the  cover  on  a  ball. 
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Emmet's  operation  on  the  posterior  vaginal  wall  was  of 
more  gradual  evolution,  but  the  later  operation  devised  in 
1876  does  not  differ  materially  from  the  old  trefoil  denuda- 
tion. It  must  be  asserted  that  Emmet  was  the  first  operator 
to  include  the  rectocele,  or,  indeed,  any  portion  of  the  posterior 
wall  of  the  vagina  in  the  operation  for  laceration  of  the  per- 
ineum so-called.  Then  the  multifarious  operations  devised  for 
repairing  the  pelvic  floor  or  vaginal  outlet,  which  includes  the 
posterior  wall  of  the  vagina,  are  but  modifications  of  his  ope- 
ration: The  misconception  of  the  operation  for  laceration  of 
the  perineum,  so-called,  is  due  to,  (1)  misconception  relative  to 
the  exact  nature  and  pathology  of  the  injury;  (2)  the  almost  in- 
surmountable difficulty  in  depicting  the  operation  by  diagrams, 
aud  the  impotence  of  word  description  in  giving  precise  direc- 
tions for  its  exact  performance.  The  first  of  these  hinderances 
I  consider  the  gravest,  and  attributable  to  popular  idea  of  the 
perineal  body  which  Emmet  describes  as  a  body  that  does 
not  exist.  The  essential  lesion  in  injuries  to  the  pelvic  floor 
is  a  tear  of  the  pelvic  fascia  which  runs  along  the  lateral  sulci 
of  the  vagina  to  which  it  is  attached.  The  tear  occurs  where 
it  is  reflected  upon  the  front  of  the  perineal  muscles,  of  which 
it  forms  the  sheath,  and  which  it  binds  together.  This  con- 
dition exists  in  the  tears,  indicated  by  the  transverse  scar, 
rectocele  and  relaxed  vaginal  outlet,  commonly  seen  in  the 
injury  incorrectly  designated  as  laceration  of  the  perineum, 
but  most  accurately  termed  laceration  of  the  posterior  vaginal 
wall.  The  destruction  of  the  integrity  of  the  pelvic  fascia 
is  the  sole  pathology.  The  sense  of  bearing  down  character- 
istic of  this  condition  is  caused  by  the  congestion  of  the  blood- 
vessels consequent  upon  the  lack  of  support,  through  the 
above-mentioned  injury  to  the  pelvic  fascia,  which,  in  its  sup- 
port of  the  bloodvessels,  has  been  likened  to  "the  trellis 
supporting  the  grape-vine/'  The  seeming  destruction  of  the 
perineal  body  is  really  only  the  retraction  of  the  lavator  aui 
muscles  which  from  the  loss  of  support  from  its  sheath,  the 
fascia  is  pulled  apart  by  the  transverse  perineal  muscles,  like 
"two  leaflets  of  a  window  curtain  separated  at  the  bottom, 
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while  they  remain  attached  above."  The  twofold  function  of 
this  muscle,  to  close  the  vulval  cleft  daring  defecation  and  to 
assist  the  dilatation  of  the  sphincter  ani  being  lost,  each  stool 
thus  finds  an  imperfectly  dilated  sphincter,  an  unclosed  vagi- 
nal orifice,  a  weakened  recto- vaginal  septum,  av convex  rectal 
curve,  all  of  which  predispose  to  rectocele.  The  constant 
eversion  of  this  rectocele  by  defecation,  under  the  circum- 
stances above  enumerated,  pulls  down  on  the  cervical  attach- 
ment of  the  posterior  vaginal  wall,  predisposing  to  retro-dis- 
placement, which  is  the  first  step  toward  descensus.  That  the 
destruction  of  the  pelvic  fascia  is  the  essential  cause  of  recto- 
cele, which  in  turn  produces  consecutive  prolapsus,  is  proven 
by  the  fact  that  women  who  have  true  laceration  of  the  peri- 
neum— ?.  e.,  complete  tear  through  the  sphincter  and  the  recto- 
vaginal septum,  do  not  have  prolapsus.  The  uterus  is  not 
supported  by  the  perineum,  as  formerly  taught,  but  "  is 
swung  from  above  like  all  other  organs  in  the  body."  These 
women  do  not  have  the  bearing-down  found  in  the  class  with 
transverse  tears  and  the  laceration  of  the  pelvic  fascia. 
They  do  not  suffer  any  discomfort  whatever  except  from 
incontinence.  The  reason  of  all  this  is  because,  in  the  central, 
complete  tears  referred  to,  the  fascia  is  not  or  cannot  be  in- 
volved.    This  is  the  inevitable  logical  conclusion. 

The  mechanics  and  pathology  of  the  results  of  injuries  to 
the  floor  of  the  pelvis  may  be  summarized  by  the  compre- 
hensive reply  of  a  student  whom  I  asked  :  "Why  does  not 
a  woman  with  complete  laceration  of  the  perineum  have  pro- 
lapsus ? "  He  replied  ingenuously:  "Because  she  has  no 
rectocele."  "  Why  has  she  no  rectocele?"  "  Because  the 
pelvic  fascia  is  not  torn." 

The  converse  of  these  propositions  is,  of  course,  true,  and 
these  brief  statements  comprise  much  of  the  unwritten 
mechanics  of  many  displacements  as  well  as  the  essential 
pathology  of  laceration  of  the  pelvic  floor. 

The  rational  correction  of  this  complex  condition,  then, 
would  not  be,  not  to  sew  the  labia  together,  which  is  the 
popular  procedure  in  one  class  of  operations,  nor  to  denude 


7l>        THE  EMMET  METHODS  IX  PLASTIC  SURGERY. 

an  arbitrary  area  of  fanciful  shape  on  the  reotooele  and  bring 
the  edges  of  the  raw  patch  together,  after  the  fashion  of 
another  class.  It  would  rather  be,  in  the  language  of  Emmet, 
"to  catch  up  the  retracted   pelvic  fascia  at  such  a  point  and 

in  such  a  manner  as  to  '  take  in  the  slack/  as  it  were,  of  the 
fascia  throughout  the  pelvis.  By  this  procedure  the  displaced 
posterior  vaginal  wall  is  certainly  lifted  up  and  drawn  for- 
ward in  contact  with  the  vesico-vaginal  septum.  As  the  steps 
of  the  operation  advance  the  displaced  anus  is  lifted  upward 
and  forward,  the  everted  tissues  at  the  vaginal  outlet  gradu- 
ally rolled  in,  and  the  separated  levator  ani  muscles  brought 
together." 

I  shall  not  attempt  a  detailed  description  of  the  technique, 
because  I  realize  the  futility  of  conveying  a  composite  idea  of 
the  method,  which,  to  be  properly  understood,  must  be  seen, 
preferably  at  the  hands  of  the  venerable  Emmet  himself.  I 
am  not  unmindful  that  this  good  fortune  has  been  enjoyed  by 
many  present.  I  will  simply  accentuate  a  few  of  the  essen- 
tial features. 

Based  upon  the  conception  of  the  injury  outlined  in  the 
foregoing,  the  first  and  important  step  is  to  determine  that 
point  on  the  rectocele  which,  when  drawn  down  by  a  tenacu- 
lum, will  present  a  triangular,  trowel-shaped  area,  marked 
laterally  by  two  folds  which  lead  up  to  fixed  points  in  the 
lateral  sulci  which  mark  the  limit  of  retraction  of  the  fascia. 

If  this  is  not  determined  with  precision  it  is  obvious  that 
any  attempt  at  reuniting  the  sundered  and  retracted  fascia, 
thereby  restoring  the  equilibrium  of  the  circulation  in  the 
pelvis  and  drawing  together  the  separated  levator  muscles, 
will  fail  and  the  whole  object  of  the  operation  be  defeated. 

This  tongue-shaped  portion  of  the  posterior  wall  of  the 
vagina,  when  drawn  down,  will  constitute  the  new  posterior 
vaginal  wall,  because  the  denudation  will  include  that  part 
of  the  rectocele  marked  laterally  by  the  lowest  caruncle  and 
below  by  the  junction  of  the  mucous  membrane  and  skin, 
extending  above  into  each  lateral  sulci  to  the  triangular,  fixed 
points  before  referred  to  as  indicating  the  extent  of  retraction 
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of  the  fascia.  The  denuded  area,  diagrammatically  speaking, 
would  correspond  to  the  space  between  the  Btraight  lateral 
and  oblique  middle  legs  of  the  letter  M,  the  ends  of  the 
lateral  Legs  being  connected  by  an   exaggerated   semicircle. 

The  space  above  and  between  the  two  oblique  middle  bars  of 
the  letter  M  would  correspond  to  the  imdenuded  tongue- 
shaped  portion  of  the  rectocele ;  the  angle  formed  by  the 
junction  of  the  outer  and  middle  legs  would  correspond  with 
the  fixed  poiut,  and  the  outer  bars  to  the  limit  of  retraction 
of  the  pelvic  fascia  as  previously  determined.  The  semi- 
circle connecting  the  lower  ends  of  the  letter  would  designate 
the  junction  of  skin  and  mucous  membrane. 

The  sutures  that  unite  the  two  lateral  triangles,  and  thus 
catch  up  the  retracted  fascia,  are  introduced  in  the  shape  of 
an  inverted  triangle,  the  basic  points  corresponding  to  the 
points  of  insertion  and  final  exit  at  the  edges  of  the  denuda- 
tion, and  the  apical  point  being  in  the  centre  of  the  denuded 
triangle  at  the  point  of  first  exit  and  re-entrance  of  the 
suture,  where  it  changes  direction.  The  sutures  underneath 
the  semicircular  denudation  pass  transversely  across  the  area, 
the  first  or  "  crown  stitch  "  traversing  the  tip  of  the  unde- 
nuded  triangle.  When  the  two  sets  of  lateral  sulci  sutures 
are  shouldered  and  twisted  they  do  not  only  approximate  the 
edges  of  the  lateral  triangles,  but  at  the  same  time  draw  up 
and  in  the  underlying  tissues  previously  everted  and  displaced. 
The  transverse  sutures  which  draw  together  the  lavatores  when 
tightened  draw  the  circular  edges  of  the  denudation  into  a 
linear  line  of  approximation.  It  will  be  noticed  that  this 
entire  operation  is  on  the  posterior  vaginal  wall,  and  hence 
Emmet's  name  for  it.  It  has  not  involved  the  skin  or  labia, 
and  the  sutures  are  all  inside.  So  perfect  and  secure  is  this 
approximation  that  I  have  frequently  seen  Emmet  turn  the 
patient  on  her  side,  and,  for  the  purpose  of  demonstration, 
introduce  a  Sims  speculum  and  retract  the  perineum  without 
the  slightest  disturbance  to  the  newly  constructed  v. 
wall  and  in  nowise  marring  the  perfection  of   the  result. 

The  operation  for  complete  laceration  through  the  sphi] 
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is  more  amenable  to  pictorial  description,  and,  I  think,  is 
more  generally  und  irstood.  It  is  the  simplest  and  most 
beautiful  of  all  the  operations  for  this  injury.  In  its  sim- 
plicity consists  its  beauty,  and,  as  it  i-  solely  instituted  for 
the  restoration  of  the  sundered  ends  and  broken  circumfer- 
ence of  that  muscle,  no  mutilating  and  arbitrary  flap-splitting 
is  done  ;  but  the  ends,  infallibly  Lying  under  the  two  dimples, 
are  lifted  up,  laid  bare  with  scissors,  and  united  by  a  suture 
going  behind  the  sphincter  end  and  drawing  the  straightened 
and  retracted  sphincter  into  a  circle  again. 

The  margins  of  the  recto-vaginal  septum  are  freshened  and 
approximated.  It  has  always  been  the  custom  of  Dr.  Emmet 
to  introduce  the  cleft  sutures  before  the  ones  to  bring  the 
sphincters  together.  To  show  the  remarkable  versatility  of 
this  master  plastic  mechanic,  on  a  certain  occasion,  when 
some  of  the  most  distinguished  men  of  two  continents  were 
at  his  clinic,  he  deliberately  reversed  the  plan  of  a  lifetime 
and  introduced  the  sphincter  suture  first.  He  advised  those 
of  us  who  were  assisting  him  to  adopt  that  practice.  I  do 
not  know  that  lie  has  ever  publicly  recommended  that  modi- 
fication, but  I  take  the  liberty  of  repeating  his  suggestion. 

Of  the  operation  on  the  anterior  wall  I  will  not  speak  at 
this  time,  nor  of  his  inimitable  work  in  making  an  artificial 
urethra.  This  is  an  acme  of  adroitness  that  we  cannot  hope 
to  duplicate,  and  fortunately  the  occasion  for  its  employment 
is  exceedingly  infrequent. 

I  cannot  refrain  from  decrying  the  too  general  practice  of 
substituting  other  suture  material  for  silver  wire  in  the  cervix 
and  vaginal  walls.  This  innovation  in  plastic  work  is  due 
to  the  invasion  of  gynecological  territory  by  general  surgeons, 
who  are  just  emerging  from  the  use  of  silk  as  a  universal 
suture  material  and  adopting  silkworm-gut  for  use  in  all 
localities  where  it  can  be  removed.  The  general  practitioner 
also  essays  plastic  work,  bringing  to  bear  the  results  of  bis 
restricted  experience  in  sewing  up  skin  and  seal])  wounds. 

The  newer  school  of  gynecologists,  who  are  unacquainted 
with  some  of  the  older  and  good  methods,  are  applying  cat- 
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iz;ut  sutures  to  the  cervix  to  avoid  the  trouble  of  removing 
tliem,  and  also  trusting  them,  in  the  most  awkwardly  situated 
region  of  the  body,  to  protect  from  infection — the  perineum. 
The  non-use  of  silver  wire  is  perhaps  as  much  responsible  for 

failure  in  plastic  work  as  nearly  any  other  factor.  It  is  the 
only  suture  that  can  be  precisely  controlled  in  the  degree  of 

tightness,  and,  indeed,  it  can,  if  accurately  bent  or  "shoul- 
dered" where  it  crosses  the  line  of  proposed  approximation, 
be  made  to  constrict  the  parts  in  the  most  delicately  adjusted 
apposition,  neither  too  tight  nor  too  loose.  The  physiological 
peculiarities  of  the  erectile  tissue  of  the  genitalia — that  of 
rapid  engorgement  and  depletion — require  an  unyielding 
suture  material,  and  one  that  will  permit  of  the  resulting 
involution  as  repair  proceeds.  Moreover,  silver  wire  is 
easily  and  surely  rendered  aseptic,  and,  indeed,  is  supposed 
to  have  the  property  of  forming  an  antiseptic  salt  with  the 
fluids  in  the  tissues  in  which  it  is  embedded.  It  can  remain 
indefinitely,  and  the  longer  it  remains  within  surgical  limits 
the  better  the  results.  Three  weeks  is  the  orthodox  time  for 
the  cervix.  The  application  of  silver  sutures  requires  some 
practice  and  much  patience,  and  takes  a  little  more  time,  but 
the  last  element  is  not  of  much  moment  in  minor  work  with 
good  kidneys  and  expert  aiuesthesia,  which  is  the  only  sort 
that  should  ever  be  permitted,  as  I  recently  had  sad  occasion 
to  realize. 

In  every  branch  of  art  there  is  a  troop  of  imitators  who 
follow  so  closely  the  hall-marks  of  the  original  that  the 
spurious  can  scarcely  be  distinguished  from  the  genuine. 
So  closely  are  mannerisms  copied  in  literature,  art,  sculp- 
ture, and  the  drama  that  the  imitators  create  a  distinctive 
school.  This  accuracy  of  duplication  is  rendered  possible  by 
the  faithful  and  scrutinizing  study  of  the  original  pattern. 

The  unlimited  opportunities  for  the  study  of  models  in  the 
arts  are  obviously  impracticable  in  plastic  surgery.  We  can- 
ool  all   have  the  privilege  of  Beeing  the  peerless   Emmet, 

although  a  distinguished   Fellow  of  this  Association  says  that 

everyone  who  aspires  to  do  this  work  ought  to.     I  would  not 
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presume  to  Bay  that  one  must  see  him  or  his  followers  to  do 
good  work.  I  regret  that  many  of  his  pupils  do  not  or  can- 
not copy  his  methods,  and  I  do  not  hesitate  to  say  that  those 
of  us  who  do  conscientiously  strive  to  imitate  him  fall  very 
short  in  our  poor  efforts ;  but  we  have,  at  least,  the  satisfac- 
tion of  having  a  correct  conception  of  the  highest  ideals  in 
surgery. 


THE   DISSECTION   AND   LIBERATION   OF   THE 
SPHINCTEK-ANI  MUSCLE, FOLLOWED  BY  ITS 

DIRECT  SUTURE  IN  CASES  OF  COMPLETE 
TEAR  OF  THE  PERINEUM,  WITH  A 
SPLINTING  SUTURE  PASSING  BE- 
TWEEN THE  OUTER  AND 
INNER  MARGINS  OF 
THE  MUSCLE. 


r,v  II    A.  Kelly,  M.D., 

Baltimore,    Md. 


Although  great  progress  has  been  made  in  gynecological 
plastic  surgery  within  the  past  twenty  years,  there  have  been 
few  or  no  changes  in  the  treatment  of  complete  perineal  tears 
— that  is,  those  which  extend  through  the  external  sphincter 
aui. 

The  common  symptom  of  a  complete  tear  of  the  perineum 
is  the  lack  of  control  over  the  functions  of  the  bowel,  charac- 
terized by  the  involuntary  escape  of  feces  and  gasi  3,  These 
sequehe,  however,  are  not  invariably  present  in  the  same  de- 
gree in  all  cases,  and  there  is  a  diversity  among  them,  varying 
all  the  way  from  the  entire  loss  of  function  on  the  one  hand, 
to  perfect  control  on  the  other. 

Some  surgeons,  reasoning  upon  purely  d,  priori  grounds, 
have  i:one  so  far  as  to  assert  that  it  is  impossible  for  a  woman 
with  a  divided  sphincter  to  exercise  any  control  whatever  over 
the  bowel  function;  I  know,  how<  ver,  from  repeated  clinical 
evidences,  that  perfect  function  may  sometimes  persist;  it 
becomes,  therefore,  necessary  to  discover  some  satisfactory 
explanation  of  the  fact-  rather  than  to  deny  them. 
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I  would  divide  the  cases  of  complete  tear  to  be  investi- 
gated from  this  stand-point  into  two  groups:  First,  those  in 
which  the  tear  barely  extends  through  the  sphincter  and  goes 
in-  further;  and,  second,  those  in  which  the  sphincter  ends 
arc  separated  by  a  well-defined  interval  of  a  centimetre  or 
more. 

In  the  first  of  these  groups,  where  the  muscle  is  only  just 
divided  and  the  ends  lie  close  together,  the  cicatrization  which 
follows  the  injury  is  a  conservative  effort  on  the  part  of 
nature,  and  soon  results  in  the  approximation  of  the  ends  of 
the  muscle,  knitting  them  firmly  together,  with  only  a  plug 
of  scar-tissue  between.  In  this  event  the  muscle  is  no  longer 
in  a  true  sense  a  sphincter,  as  it  cannot  contract  equally  from 
all  directions  toward  a  central  point,  but  is  compelled  hence- 
forth, by  the  break  on  one  side  and  the  interposition  of  a  plug 
of  unyielding  connective  tissue,  to  contract  up  to  the  scar  as 
a  more  or  less  fixed  point,  which  it  does  with  greater  or  less 
efficiency.  This  peculiar  effect  produced  upon  the  sphincter 
by  the  interpolation  of  a  mass  of  scar-tissue  was  pointed  out 
many  years  ago  by  Hilderbrandt. 

The  second  group  relates  to  those  cases  in  which  the 
sphincter  ends  are  not  bound  together.  I  have  at  present 
under  my  care  a  patient  with  a  complete  rupture  of  the 
perineum,  with  deep,  perfectly  marked  sphincter  pits,  sepa- 
rated by  the  entire  breadth  of  the  anal  orifice,  with  a  relaxed, 
everted  vaginal  outlet  and  a  uterus  in  descensus  and  retro- 
flexion, and  yet  the  patient  has  absolute  control  over  fecal 
movements,  whether  formed  or  liquid,  and  is  never  disturbed 
by  involuntary  escape  of  gases.  What  is  the  explanation  of 
this  fact  ? 

A  careful  physical  examination  shows  that  the  patient  has 
perfect  voluntary  control  over  the  internal  sphincter  muscle, 
extending  from  the  external  sphincter  about  2  cm.  upward. 

The  tonic  contraction  of  the  internal  sphiucter  and  its 
response  to  a  voluntary  effort  can  be  readily  tested  in  'propria 
persona.  If,  while  sitting  in  a  warm  bath,  the  tip  of  the 
finger  is  well  oiled  and  inserted  about  an  inch  into  the  bowel, 
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at  the  same  time  slightly  bearing  down  to  relax  the  sphincter, 
then,  upon  causing  a  voluntary  contraction,  a  prompt  response 

on  the  part  of  the  internal  sphincter  will  he  noticed.  When 
not  voluntarily  relaxed  the  internal  sphincter  is  in  a  Btateof 
tonic  contraction,  guarding  the  orifice,  while  the  external 
sphincter  is  not  contracted. 

I  believe,  therefore,  from  repeated  clinical  observations  that 
the  tonic  control  exercised  over  the  bowel  functions  residt  -  in 
the  internal  sphincter  ani  and  not  in  the  external,  and  that 
the  external  sphincter  muscle  is  a  provision  against  an  emer- 
gency, and  is  intended  to  form  a  temporary  powerful  supple- 
ment  to  the  internal  sphincter. 

The  external  sphincter  is  of  further  use  in  the  act  of  defe- 
cation, in  breaking  the  fecal  column  at  intervals,  and  clearly 
tending  to  prevent  prolapsus  recti  by  creating  a  pause  in  the 
act  and  allowing  time  for  more  material  to  pass  down  into 
the  rectum  before  the  renewal  of  the  straining. 

This  physiological  fact  explains  the  reason  why,  when  the 
external  sphincter  ends  lie  close  together  and  the  internal 
sphincter  is  therefore  uninjured,  continence  is  preserved;  I 
would  add,  too,  to  this  category  of  manifest  sphincter  injuries 
a  much  larger  group  of  cases  in  which,  owing  to  the  fact  that 
control  over  the  bowels  is  retained,  as  well  as  owing  to  the 
natural  uninjured  appearance  of  the  anus,  suspicion  is  dis- 
armed, and  the  surgeon,  even  when  he  is  brought  into  such 
close  contact  as  is  involved  in  the  performance  of  perineal 
operations,  fails  to  recognize  the  fact  that  the  Bphincter  ends 
are  divided.  I  cannot  sufficiently  emphasize  the  importance 
of  this  observation,  and  therefore  reiterate  my  belief  that 
many  women  have  torn  sphincters  which  are  never  discov- 
ered. 

On  the  other  hand,  when  the  ends  of  the  external  Bphincter 
parated  by  an  interval  in  a  recent  tear,  then  the  internal 
sphincter  is  also  torn,  and  the  wider  the  separation  of  the 
sphincter  ends  the  greater  the  tear  into  the  bowel  and,  there- 
fore, the  internal  sphincter  above.  What  is  true  of  the  recent 
injury  is  true  a  fortiori  several    months   later,  when   a   wide 
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tear  is  drawn  down  to  a  narrow  lino,  and  an  interval  of 
1  cm.  between  the  pits  may  represent  a  rupture  3  em.  in 
depth.  It  is,  therefore,  to  this  tear  of  the  internal  sphincter 
that  the  loss  of  control  over  the  bowel  functions  is  due. 

OPERATION.  The  prevailing  operation  in  this  country  ifl 
the  Emmet,  which  I  need  not  describe  in  detail,  as  it  is  so 
well  known.  The  operations  practised  in  Europe,  for  the 
most  part  are  of  a  similar  nature,  or  flap-splitting,  or  Hegar's 
method.  The  important  principle  in  the  Emmet  procedure 
consists  in  the  application  of  a  series  of  sutures  to  an  area 
thoroughly  denuded,  first  closing  the  bowel,  then  radiating 
out  from  the  bowel  over  the  skin  and  on  to  the  vaginal  sur- 
faces. Emmet  further  lays  great  stress  upon  a  tension  suture 
entering  and  emerging  at  points  outside  of  and  well  behind 
the  sphincter  ends  and  traversing  the  septum,  for  the  purpose 
of  supporting  and  keeping  the  sphincter  ends  together,  while 
the  remaining  sutures  provide  for  accurate  union  throughout. 
Dr.  Emmet  told  me  on  one  occasion  that  the  devising  of  this 
suture  cost  him  more  thought  than  almost  anything  he  had 
done  in  gynecology. 

Although  this  operation,  as  well  as  the  others  mentioned, 
when  well  carried  out  succeeds  admirably  in  many  instances, 
it  still  leaves  much  to  be  desired  in  that  there  does  remain  a 
residuum  of  failures  and  a  considerably  larger  percentage  of 
cases  in  which  the  function  is  so  imperfect  at  first  that  we  are 
obliged  to  wait  weeks  or  months  for  the  patient  to  gain  a 
satisfactory  control ;  and  sometimes  in  this  latter  group  there 
are  women  who  will  tell  you  that  when  their  bowels  become 
loose  they  always  find  their  clothes  more  or  less  soiled,  while 
they  are  also  apt  to  be  uncertain  about  the  control  of  gases. 

In  order  to  meet  the  various  objections  to  the  operation 
practised  at  present  I  have  devised  several  procedures  based 
upon  the  physiological  principles  dwelt  upon  above.  The 
first  important  point  is  the  dissection  and  liberation  of  both 
ends  of  the  sphincter  muscle,  after  which  they  are  sutured 
together  with  buried  catgut  sutures,  end  against  end. 

I  can,  perhaps,  best  emphasize  the  importance  I  wish  to  give 


Fig.  l 


Showing  the  natural  appearance  of  orifice  after  buc  attempts  to 
restore  the  Bphincter  and  secure  control  over  t he  bowel  function. 
The  dotted  line  shows  where  the  incision  was  made  to  expose  the 
sphincter  nuU.  A  and  B  are  pulled  apart  as  Bhown  in  the  next 
figure. 


KlG. 


show-  the  sphincter  endd  as  they  were  found  on  pulling  flap  A 
up  and  flap  V>  down.  The  right  end  lay  near  the  median  line  and 
the  left  displaced  attached  close  t<>  tin-  tuberosity  of  the  ischium. 
One  of  the  catgut  sutures  in  place  ready  to  1  > i- i n ur  Bphincter  ends 
together. 


Fig.  ::. 


Appearance  after  the  anion  of  the  sphincter  ends  and  the  closure 

of  the  skin  wound,  with  interrupted  -ilk  rati 


Fig.  i. 


Showing  skin  flap  held  down  and  sphincter  ends  united  by  three 
interrupted  catgul  sutures.     Thia  waa  a  case  of  deep  injury  of  the 

sphincter  without  tear  of  the  >kin  over  the  anus  and  u  ithout  a  t<  :u 

into  the  lumen  of  the  howel. 


The  denudation  on  vaginal  and  perineal  surfaces.  The  tongue  of 
tissue  in  the  middle  lifted  uj>  and  dissected  Loose  from  the  interna] 
sphincter  i.  s.  .  The  denudation  does  not,  however,  expose  the 
external  sphincter,  which  La  in  this  case  laid  bare  by  the  two 
incisions    [nc    parallel  t<>  the  anal  orifice. 


Fig.  6 


The  incisions  made  as  Bhown  in  Fig.  5  and  the  sphincter  endt 
bared  by  dissection. 


F* 


The  denudation  completed  and   rectal  sutures  tied,  uniting  the 
internal  Bphincter  and  radiating  out  into  the  skin  surface. 


Fig.  8. 


The  rectal  sutures  all  in  place  and  the  sphincter  (Sp  ends  united 
by  three  buried  catgut  sutures.  A  silkworm-gut  tension  suture  passes 
through  the  centre  of  the  sphincter  muscle  up  around  through  the 
-  iptum. 
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this  step  by  citing  the  first  case  in  which  I  was  Led  to  operate 
in  such  a  way. 

Cask  I. — The  patient  was  brought  to  me  in  December, 

1897,  by  Dr.  Sexton,  of  Raleigh,  N.  C.  She  had  had  six 
previous  operations  for  complete  tear  of  the  rectovaginal  b<  p- 

tum,  and  upon  inspecting  the  parts  I  found  perfect  union 
throughout,  a  pathologically  small,  well-closed  anus,  and  a 
far  better  result  in  the  external  appearance  than  is  often 
secured  in  cases  which  are  deemed  successful.  In  -pite  of 
appearances,  however,  she  had  no  control  over  the  function 
of  the  bowel,  and  the  gases  escaped  audibly  at  all  times,  and 
formed  movements  were  discharged  at  once  without  the 
slightest  ability  on  her  part  to  restrain  them.      (Fig.  1.) 

I  was  disinclined,  from  my  examination,  to  do  anything  fur- 
ther to  this  patient  after  all  she  had  passed  through,  doubting 
whether  I  could  improve  her  condition,  but,  through  Dr. 
Sexton's  kind  insistence,  I  felt  at  last  forced  to  make  at  least 
an  earnest  effort  to  better  her  state  ;  so  I  operated  December 
8,  1897,  determined  to  make  a  clean  dissection  of  the  external 
sphincter,  even,  if  necessary,  going  so  far  as  to  lay  the  entire 
muscle  bare,  so  as  to  make  sure  of  bringing  its  ends  into  appo- 
sition, and  leaving  the  end  of  the  bowel  encircled  by  a  good 
muscular  ring,  if  one  could  be  found  in  the  neighborhood. 

I  began  the  operation  by  making  a  semilunar  incision,  with 
its  convexity  directed  toward  the  symphysis,  half-way  round 
the  anal  orifice  and  about  1  cm.  from  the  anal  margin. 
2.)  As  the  dissection  through  the  scar-tissues  was  carried 
into  the  perineum  the  edges  of  the  incision  were  drawn  up 
and  down,  exposing  a  wide,  crescentic  area.  I  found  now 
that  the  sphincter  could  be  beautifully  demonstrated  anatomi- 
cally, and  that  the  right  end  lay  nearly  in  the  normal  position, 
tixed  m  the  median  scar,  while  the  left  end  lay  at  least  2]  cm. 
distant  (Fig.  3)  from  the  right  end,  and  was  attached  to  the 
tuberosity  of  the  ischium.  After  laying  bare  and  freeing 
about  2  cm.  of  the  ends,  I  then  trimmed  off  the  scar-tissue 
so  as  to  expose  fresh  red  muscular  bundles,  which  I  united 
with   three  interrupted   catgut    sutures,  simply  transfixing 
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the  muscle  5  or  6  nun.  from  the  cut  ends.  Two  buried 
sutures  wire  also  used  in  the  septum,  in  the  deeper  fat  la 

of  the  wound,  and  the  skin  was  finally  closed  with  fine  silk 
sutures.  The  result  was  a  perfect  union  and  greatly  im- 
proved control  of  the  bowel  from  the  first.  I  examined  the 
patient  again  two  months  later,  and,  passing  a  linger  a  short 
distance  into  the  rectum  and  grasping  the  sphincter  between 
finger-tip  and  thumb,  could  distinctly  isolate  it  on  all  side  s, 
and,  on  telling  her  to  contract  the  muscle,  I  could  feel  that  it 
was  perfect  throughout  and  under  complete  control.  I  do 
not  know  of  any  other  instance  in  which,  with  an  apparently 
well-formed  anal  orifice,  the  sphincter  muscle  has  been  laid 
bare  and  the  separated  ends  freed  from  their  attachment  and 
then  joined  by  buried  sutures. 

Following  the  initiative  of  this  case,  I  at  once  incorporated 
the  isolation  and  separate  suture  of  the  sphincter  muscle  as  an 
essential  part  of  the  technique  of  all  my  operations  for  com- 
plete tears,  intending  in  this  way  to  insure  the  bringing  of 
the  sphincter  into  the  field  as  well  as  the  exact  union  of  its 
parts  end  to  end. 

Case  II. — The  next  case  was  one  of  a  secondary  operation 
for  complete  tear  where  the  parts  had  well  cicatrized. 

She  was  operated  upon  toward  the  end  of  February,  1898. 
She  had  a  complete  tear  of  the  perineum  in  consequence  of  a 
forceps  labor,  conducted  by  myself  in  the  preceding  Decem- 
ber. The  immediate  suture  failed,  and  since  that  time  she 
had  had  no  control  whatever  over  the  bowel  function.  In 
place  of  the  perineum  there  was  a  boat-shaped  cicatrix,  ex- 
tending from  two  lateral  prominences,  marking  the  position 
of  the  fourehette  back  to  the  anus.  The  recently  cicatrized 
tissue  fairly  marked  out  the  extent  of  the  original  tear  in 
somewhat  diminished  form.  I  proceeded  by  denuding  the 
vaginal  sulci  and  the  lateral  surfaces,  as  usual.  I  exposed 
the  sphincter  ends  by  turning  down  a  triangular  flap  of 
uninjured  skin  lying  in  front  of  the  anus  (Fig.  4),  catching 
the  ends  in  their  pits,  one  at  a  time,  pulling  them  up  and  out 
a  little,  and  snipping  with  blunt-pointed  scissors  on  all  sides 
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of  the  little  eminence  until  each  sphincter  muscle  stood  out 
with  perfect  distinctness  about  2  cm.  beyond  the  surrounding 
tissue.  On  lifting  the  ends  up  the  pull  on  the  posterior  part 
of  the  sphincter  could  be  distinctly  felt  with  the  thumb  and 
forefinger  grasping  the  margin  of  the  anus.  The  exposed 
ends  were  then  denuded  of  the  film  of  sear-tissue  covering 
them  and  brought  evenly  together  with  interrupted  catgut 
sutures.  (Fig.  5.)  The  flap,  which  was  turned  down  over 
the  bowel  during  the  dissection,  was  then  brought  up  over 
the  sphincter,  as  shown  in  Fig.  (>,  and  the  rest  of  the  wound 
closed  as  usual.  The  result  was  a  perfect  control  over  the 
function  of  the  bowel  from  the  first,  leaving  nothing  to  be 
desired  in  respect  to  function,  and  the  patient  has  now,  a  year 
later,  absolutely  normal  control. 

Case  III. — In  my  next  case  I  was  obliged  to  follow  a 
somewhat  different  procedure,  as  the  sphincter  pits  were  not 
well  enough  marked  for  me  to  be  sure  of  their  identity.  After 
making  the  usual  denudation  I  made  two  incisions  parallel  to 
the  sides  of  the  anus  and  extending  downward  from  the  de- 
nuded area  about  1J  cm.  on  either  side.  (Fig.  7.)  On  pull- 
ing apart  the  tissues  and  dissecting  inward,  the  sphincter  muscle 
was  then  exposed,  entirely  freed  from  its  bed,  and  the  ends 
cut  off.  The  rectal  part  of  the  tear  was  now  closed  by  inter- 
rupted sutures  on  the  rectal  side  down  to  the  sphincter  area, 
a  short  distance  out  onto  the  skin  surface;  the  sphincter  ends 
were  then  denuded  and  brought  together  with  interrupted 
catgut  sutures  passed  through  them,  after  which  the  rest  of 
the  wound  was  united,  as  usual  (Fig.  8),  and  the  pararectal 
incisions  carefully  closed  with  interrupted  catgut  sutures. 

Since  then  the  following  cases,  given  in  abstract,  have  been 
operated  upon  in  my  clinic  by  Drs.  Russell,  Ramsey,  and 
myself. 

(  '  USE  IV. — B.  I).,  married,  aged  twenty-three  years,  white. 

Diagnosis.     Complete  tear  of  perineum. 

Operation,     Restoration  of  ruptured  rectovaginal  septum. 

The  patient  has  been  married  live  years,  and  has  had  two 
children   and   one   miscarriage.      The   first   labor  was  difficult 
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and  instrumental  ;  at  the  second  the  child  was  stillborn,  while 
one  month  previous  to  admission  the  miscarriage  had  taken 
place  at  four  months. 

Ever  since  the  birth  of  the  first  child,  three  years  ago,  she 
has  had  a  descensus  of  the  womb,  with  bearing-down  pains  in 
the  abdomen,  pain  in  the  back,  and  headache,  all  of  which 
symptoms  have  been  worse  during  the  past  three  months,  the 
prolapse  now  being  marked. 

The  bowels  move  regularly  every  day. 

Examination  under  ether  showed  exteusive  tear  of  the 
rectovaginal  septum,  through  sphincter  ani  and  up  left  sulcus 
(forceps),  the  tear  apparently  extending  one  inch  into  rectum. 

Operation  by  Dr.  Kelly  March  12,  1898  :  The  usual 
Emmet  denudation  was  made,  and  in  addition  the  sphincter 
ends  were  dissected  and  pulled  out  on  either  side,  3  cm.  on 
the  right  and  2J  cm.  on  the  left,  clear  of  all  surrounding 
tissue.  About  3  mm.  of  the  ends  were  cut  off  to  remove  the 
white  scar-tissue  and  to  present  an  even  muscular  surface. 
The  ends  were  then  sutured  directly  together  with  four  cat- 
gut sutures  and  dropped  and  buried. 

The  septum  was  first  united  down  to  the  sphincter,  then 
the  sphincter  united,  then  the  remaining  portion  of  bowel,  and 
finally  the  vagina  and  the  perineum.  A  silkworm-gut  ten- 
sion suture  was  inserted  behind  the  sphincter  ends,  but  not  so 
far  posteriorly  as  usual.  Duration  of  operation,  thirty-five 
minutes. 

Convalescence  was  absolutely  uninterrupted  ;  the  healing 
was  per primam,  and  the  result  perfect.  The  patient  had  per- 
fect control  of  the  bowel  from  the  first.  Maximum  tempera- 
ture, 99.8°  (second  day).  The  patient  was  discharged,  well, 
April  2,  1898. 

Case  V. — F.  G.,  married,  aged  twenty-six  years,  white. 

Diagnosis.  Retroflexio  uteri;  tear  of  the  perineum,  ex- 
tending through  the  sphincter  ani. 

Operation.  Suspensio  uteri  j  restoration  of  ruptured  recto- 
vaginal septum. 

The  patient,  on  admission,  complained  of  pain  in  the  blad- 
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der  and  misery  in  the  back.     She  had  been  married   - 

years,  had  three  children,  and  no  miscarriages.  All  three 
Labors  were  difficult.  The  first  and  second  were  instru- 
mental, and  in  both  of  these  the  outlet  was  I  .  with 
no  attempt  at  subsequent  repair.  The  last  child  was  born 
two  years  ago. 

The  bowels  were  extremely  constipated  ;  she  had  hardly 
any  control  over  them,  especially  as  regards  flatus. 

Examination  under  ether  showed  the  outlet  greatly  relaxed; 
complete  tear  of  perineum  extending  through  into  the  bowel, 
the  sphincter  pits  being  distinct  on  either  side ;  uterus  in 
retroflexion. 

Operation  by  Dr.  Kelly  April  13,  1898  :  Denudation  on 
sulci  and  on  lateral  walls  of  vagina  as  usual,  extending  down 
to  rectum  and  laterally  to  sphincter  pits;  ends  of  sphincter 
dissected  out  and  caught  with  forceps;  rectum  brought  to- 
gether in  the  usual  way  by  interrupted  catgut  sutures  tied 
on  the  rectal  side  ;  ends  of  sphincter  muscle  freshened  and 
brought  together  with  four  catgut  sutures.  A  deep  silkworm- 
gut  tension  suture  was  inserted  behind  the  sphincter  ends; 
rest  of  closure  in  the  usual  way. 

Uterus  suspended  in  the  usual  way.  Time  of  complete 
operation,  seventy-five  minutes. 

The  convalescence  was  marked  by  a  partial  breaking  down 
of  the  perineal  incision,  with  some  suppuration  ;  but  the  peri- 
neum was  well  lifted  up,  and  introduction  of  the  finger  into 
the  rectum  showed  good  sphincter  action,  except  anteriorly, 
while  the  patient  seemed  to  have  good  control  over  her  bowels. 
The  maximum  temperature  was  100°  (on  the  seventh  day). 
The  patient  was  discharged  May  10,  1898. 

Subsequent  note,  August  27,  1898:  Result  of  perineal 
operation  is  fair;  some  bulging  of  anterior  vaginal  wall, 
and  pressure  upon  it  and  upon  the  uterus  causes  discomfort. 
Sphincter  ani  has  apparently  its  full  power.  Since  leaving 
the  hospital  the  patient  .has  improved  in  general  health  and 
is  free  from  her  old  trouble,  except  some  pain  in  the  bach 
and  painful  micturition. 
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Cystoscopic  examination  showed  that  the  bladder  was  in- 
flamed and  infected,  (specially  about  the  region  of  the  trigo- 
num  ;   while  the   urine  showed  a  great  number  of   pus-cells 

and  a  small  amount  of  albumin. 

( JA8E  VI. — L.  E.,  married,  aged  thirty  years,  white. 

Diagnosis,     Complete  perineal  tear. 

Operation.     Restoration  of  ruptured  rectovaginal  septum. 

Marital  history.  Married  four  years;  two  children  and 
two  miscarriages.  The  first  labor,  three  years  ago,  very  diffi- 
cult, although  not  instrumental.  The  patient  was  lacerated 
and  the  laceration  was  repaired,  but  not  successfully.  The 
second  labor,  one  year  ago,  was  not  difficult. 

Since  the  birth  of  the  first  child  she  has  had  prolapse  of 
the  uterus  after  standing  for  some  time,  the  uterus  returning 
to  its  place  when  she  lies  down.  Has  absolutely  no  control 
over  the  bowels,  and  but  little  over  urination.  Feels  as  if 
bladder  prolapsed  with  the  uterus.  The  patient  suffers  with 
dragging  pain  in  the  back  and  loins.  All  these  symptoms 
have  been  worse  since  the  birth  of  her  last  child. 

Examination.  Complete  tear  through  the  perineum  and 
sphincter-ani  muscle,  about  one  inch  of  the  bowel  being  seen. 
Uterus  in  anteposition;  low  down  in  pelvis.  Outlet  greatly 
relaxed. 

Operation  by  Dr.  Russell  April  28,  1898  :  Tear  extends 
3J  cm.  beyond  the  sphincter  in  the  bowel.  Sphincter-ani 
ends  were  dissected  out  free  ;  the  mucous  membrane  was 
united  above  the  sphiucter  by  interrupted  catgut  sutures; 
the  ends  of  the  sphincter  were  then  united  directly  with  four 
catgut  tension  silkworm  gut  sutuies,  going  from  side  to  side 
through  the  skin  and  the  septum.  The  outlet  was  then  restored 
in  the  usual  manner.      Time  of  operation,  fifty  minutes. 

The  convalescence  was  uninterrupted.  The  bowels  were 
well  moved  on  the  fourth  day.  The  wound  healed  perfectly. 
The  sphincter  ani  has  good  power  and  the  patient  lias  per- 
fect control  of  the  bowels.  The  patient's  maximum  tempera- 
ture was  100°  (second  and  seventh  days).  The  patient  was 
discharged  May  20,  1898. 
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Case  VII.  —  M.  B.,  aged  thirty-two  years,  married,  white 

Diagnosis,  Large  retroflexed  uterus  with  descensus  ;  lacer- 
ated cervix;  complete  tear  of  vaginal  outlet,  with  concealed 
tear  of  sphincter  ani. 

Opera  f  ion.  Trachelorrhaphy  j  restoration  of  ruptured 
rectovaginal  septum;  suspension  of  uterus. 

Married  thirteen  years  ;  has  had  three  children  and  one 
miscarriage;  all  three  labors  were  prolonged  and  very  diffi- 
cult, and  the  perineum  was  badly  torn  each  time,  the  worst 
tear  being  at  the  last  delivery,  three  years  ago.  None  of 
the  labors  was  instrumental. 

Since  the  birth  of  her  second  child,  six  years  ago,  the 
patient  has  dragging  and  bearing-down  pains  in  the  lower 
abdomen,  aggravated  by  walking  or  climbing,  with  progres- 
sively increasing  loss  of  strength  and  loss  of  weight.  Mictu- 
rition has  been  increased  in  frequency,  and  is  occasionally 
painful. 

The  bowels  are  generally  regular,  but  since  the  birth  of  the 
last  child  she  has  difficulty  in  controlling  the  fecal  movements 
whenever  the  bowels  are  loose. 

Examination.  Uterus  is  enlarged  and  retroflexed.  The 
vaginal  outlet  is  so  relaxed  that  the  cervix  is  visible.  A 
tear  is  seen  extending  up  the  median  line  into  the  rectum, 
about  2  cm.  in  length.  Slight  lateral  indentations  indicate 
the  possible  position  of  the  sphincter  ends,  and  this  is  verified 
by  palpation  or  stimulation.  The  sphincter  contracts  on  all 
sides  except  in  the  front.  The  lips  of  the  cervix  are  ev<  it'  d 
and  congested. 

Operation  by  Dr.  Kelly  dune  18,  1898:  Dilatation  and 
curettage,  with  the  removal  of  abundant  endometrial  debris. 
The  lacerated  cervix  was  repaired  next,  and  then  the  vaginal 
outlet,  including  the  sphincter  ends.  After  the  denudation  of 
the  wound  area  the  sphincter  ends  were  dissected  and  drawn 
out  to  the  extent  of  1  cm.  Some  Bear-tissue  was  then  cut 
off  the  ends  t«>  make  them  square  and  fresh.  The  rectal  side 
of  the  tear  was  then  closed  with  six  catgul  sutures  down  to 
the  sphincter  ends j   the  ends  were  then   pulled   out   and    held 
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so  while  a  Bilkworm-gut  suture  was  passed  through  the  skin. 

through  one  sphincter  end,  across  the  septum,  and  out  through 
the  opposite  Bphincter  end  and  through  the  skin  again.  The 
sphincter  ends  were  then  accurately  approximated  by  three 
catgut  sutures.  The  rest  of  the  operation  was  performed  in 
the  usual  wray.  The  uterus  was  also  suspended  through  an 
abdominal  incision.  Time  of  complete  operation,  fifty-five 
minutes. 

The  convalescence  wras  absolutely  uninterrupted  ;  the  heal- 
ing was  perfect ;  the  vaginal  outlet  was  well  lifted  up  ;  the 
cervix  in  good  position,  as  well  as  the  uterus ;  and  the  patient 
has  perfect  control  of  her  bowels.  Maximum  temperature 
99.8°  (third  day).      Patient  was  discharged  July  16,  1898. 

Case  VIII. — E.  N.,  married,  aged  forty-seven  years, 
white. 

Ih'arjnosis.  Multiple  cervical  polypi ;  polyp  of  posterior 
vaginal  wall;  rupture  of  rectovaginal  septum. 

Operation.  Removal  of  polypi ;  amputation  of  cervix ; 
repair  of  tear. 

Marital  history.  Married  at  eighteen  years,  seven  children 
(twenty-five  years  to  five  years).  Always  normal  labors,  and 
never  attended  by  a  doctor. 

Menstrual  history.  For  the  past  six  months  she  has  had 
frequent  hemorrhages,  until  a  few  (five  to  six)  weeks  ago, 
since  then  no  flow  at  all. 

Associated  with  the  hemorrhages  were  pains  in  the  legs  and 
pelvic  regions,  which  have  continued  up  to  the  present  time, 
occasionally  also  having  colicky  pains  in  left  hypochondrium. 

Bowels  have  usually  been  regular  up  to  the  time  of  the 
hemorrhages,  since  which  time  they  have  been  constipated. 

Micturition  has  increased  somewhat  in  frequency  lately. 
Urine  is  negative. 

Examination  under  ether  showed  the  outlet  gaping,  com- 
plete tear  of  rectovaginal  septum,  sphincter  pits  being  defi- 
nitely marked  on  both  sides,  witli  a  bridge  of  scar-tissue  hold- 
ing the  ends  of  the  muscles  together ;  several  cervical  polypi  ; 
one  polyp  of  vagina;  uterus  enlarged,  but  in  ante-position. 
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Operation  by  Dr.  Ramsay  Jane  19,  L898 :  Removal  of 
vaginal  polyp  ;  amputation  of  cervix  with  its  attached  polypi; 

the  denudation  of  the  complete  tear  was  mad--,  in  the  usual 
way,  to  the  sphincter  pits.  The  ends  of  the  sphincter  muscle 
were  caught,  drawn  out,  and  dissected  free.  Catgut  was  used 
to  draw  together  the  bowel  above  the  sphincter.  The 
sphincter  ends  were  then  brought  together  with  three  catgut 
sutures,  with  a  silkworm-gut  suture  through  the  muscle  and 
tbe  septum,  to  relieve  tension.  The  closure  of  the  rest  of  the 
wound  was  performed  in  the  usual  way.  Time  of  entire 
operation,  ninety  minute-. 

The  convalescence  was  uninterrupted.  The  healing  was  j»  r 
primam,  while  by  rectal  examination  the  sphineter-ani  muscle 
could  be  felt  contracting  all  around.  The  patient  complained 
slightly  of  some  pain  in  the  left  inguinal  region,  wheh  was 
relieved  by  enemata  of  starch-water  and  fluid  extract  of 
hamamelis.  The  maximum  temperature  was  100°  (second 
day).      Patient  was  discharged,  well,  on  July  20,  1898. 

Cask  IX. — C.  H.,  married,  aged  thirty-six  years,  white. 

Diagnosis.    Complete  perineal  tear  ;  relaxed  vaginal  outlet. 

Operation.     Restoration  of  ruptured  rectovaginal  septum. 

She  has  been  married  sixteen  months,  and  has  had  one 
child,  fifteen  weeks  ago;  she  was  in  labor  three  days,  and 
the  delivery  was  finally  completed  by  instrumental  interfer- 
ence, during  which  she  was  badly  torn,  both  at  the  outlet 
and  the  cervix  ;  an  unsuccessful  attempt  was  made  to  repair 
the  septum. 

Since  the  childbirth  she  has  had  severe  pains  in  the  back 
and  pelvis,  with  partial  loss  of  control  of  the  bowel-,  espe- 
cially marked  when  the  movements  are  loose.  As  a  rule, 
however,  the  bowels  are  constipated. 

Examination  under  ether  showed  the  outlet  much  relaxed, 
with  a  tear  through  the  rectovaginal  septum.  Sphincter  pits 
are  easily  seen,  the  one  on  the  left  side  being  pulled  2]  cm. 
from  the  position  in  which  it  is  usually  seen  (apparently  by 
the  transvereus  perinei  muscle).  Uterus  in  anteposition  and 
freely  movable. 
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Operation   by  Dr.   Kelly,  June  27,  1898:    On   palpation 
sphincter-ani  muscle  felt  easily  posteriorly  and  laterally,  but 

not  anteriorly.  A  vertical  cut,  1  to  1.5  em.  long,  exposed 
the  sphincter  ends.  The  sphincter  was  dissected  out,  the 
ends  pulled  out  to  the  extent  of  2  cm.,  and  splinted  by  a 
silkworm-gut  suture  passed  through  the  muscle  and  left 
untied  for  the  present.  The  vaginal  wound  wras  closed, 
doiug  away  with  the  relaxation.  The  rectal  tear  was  closed, 
and  then  the  silkworm-gut  suture  was  tied  and  the  sphincter 
ends  united  by  four  catgut  sutures,  with  two  silkworm-gut 
sutures  to  perineum  above,  and  the  rest  catgut,  making  good 
closure  throughout.  Time  of  operation,  thirty-eight  minutes. 
The  convalescence  was  uninterrupted  until  July  10th,  when, 
on  the  removal  of  the  external  stitches,  although  the  wound 
had  apparently  healed  well,  the  sphincter  held  well,  and  the 
patient  apparently  had  perfect  control  of  the  rectum,  it  was 
found  that  there  was  a  rectovaginal  fistula,  the  fistulous  open- 
ing being  around  the  internal  vaginal  suture  on  the  left  side, 
and  in  the  removal  of  this  a  good  deal  of  soft  fecal  matter 
oozed  through  the  opening,  through  which  a  sound  3  mm. 
in  diameter  could  be  passed.  This,  of  course,  necessitated  a 
second  operation,  which  was  performed  on  July  14,  1898. 
The  sphincter  was  found  to  have  held  well.  The  fistula  was 
just  within  the  vagina,  and  opened  into  the  rectum,  about  1J- 
cm.  within  the  anus.  The  sphincter  was  first  dilated,  and 
through  the  sphincter  the  rectal  opening  of  the  fistula  was 
found  ;  its  edges  were  now  pared  and  freshened  on  the  rectal 
side ;  the  vaginal  side  was  then  freshened  in  the  same  way. 
The  rectal  mucosa  was  closed  with  fine  silkworm-gut  sutures, 
with  the  knots  turned  in  the  bowel,  and  the  vaginal  opening 
was  closed  in  the  same  way,  with  the  knots  toward  the  vagina. 
A  rectal  plug  was  then  inserted. 

*  The  convalescence  from  the  second  operation  was  unevent- 
ful, except  for  the  difficulty  in  moving  the  patient's  bowels. 
Perfect  healing  took  place,  and  the  fistula  was  obliterated. 
The  maximum  temperature  was  101.5°  (sixth  day  after  first 
operation).      The  patient  was  discharged  on  August  2,  1898. 
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The  patient  was  readmitted  September  9,  L898.  She  com- 
plained of  pain  at  stool  ever  since  her  discharge  from  the 
hospital,  with  discharge  of  liquid  material  at  times,  the  place 
seeming  to  heal  for  a  day  or  two  and  then  at  stool  to  break 
down  again. 

Examination  under  ether  showed  the  sphincter-ani  muscle 
formed  a  complete  ring  around  the  anus,  with  normal  radi- 
ating lines  surrounding  the  orifice.  There  was  a  sinus  slightly 
to  the  left  of  the  median  line  in  the  perineum,  opening  just 
within  the  sphincter  muscle,  extending  also  \\  cm.  up  in  the 
rectovaginal  septum. 

Operation  September  14,  1898  :  The  sinus  and  the  indu- 
rated tissue  about  it  were  dissected  out.  The  opening  in  the 
rectum  was  enlarged  by  paring  the  edges,  and  was  then  closed 
by  five  catgut  sutures  passed  on  the  rectal  side.  A  few  buried 
catgut  sutures  were  also  introduced  on  the  perineal  side.  The 
perineal  incision  was  then  closed  with  interrupted  silkworm- 
gut  and  catgut  sutures.  The  convalescence  was  uninter- 
rupted, the  healing  was  perfect,  and  the  temperature  never 
rose  above  99°,  and  the  closure  was  complete.  The  patient 
was  discharged  October  7, 1898. 

Case  X. — C.  C,  married,  aged  thirty-eight  years,  white. 

Diagnosis.  Relaxed  vaginal  outlet;  rupture  of  sphincter- 
ani  muscle. 

Operation.  Dissection  and  direct  union  of  the  ends  of  the 
sphincter  ani ;  resection  of  the  relaxed  outlet;  curettage  of 
cervix. 

Marital  liistory.  Has  been  married  fifteen  years.  Has  had 
four  children;  no  miscarriages.  All  the  labors  were  ex- 
tremely protracted  and  difficult.  The  first  and  fourth  labors 
were  instrumental.  The  third  child  was  stillborn.  After 
the  birth  of  the  first  child  Aw  had  convulsions.  At  her  last 
labor  she  was  badly  torn,  the  tear  extending  to  the  anus,  but 
no  attempt  at  repair  was  made.  Phlegmasia  alba  dolens 
complicated  her  last  puerperium.  The  first  child  is  fourteen 
year-  old,  the  last  would  be  two  years  if  living.  The  lacera- 
tion  mentioned   above   has   never   troubled  her.      The  bowels 
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are  perfectly  regular  and  under  control,  while  there  is  an 
increase  in  the  frequency  of  micturition. 

Examination  under  ether  showed  a  tear  of  the  perineum, 
through  sphincter  muscle  and  1  cm.  into  the  bowels;  above, 
the  ends  of  the  muscle  are  widely  separated  and  connected  by 
a  narrow  hand  of  scar-tissue.  Cervix  shows  a  slight  bilateral 
laceration  ;  uterus  is  of  normal  size  and  in  anteposition. 

Operation  by  Dr.  Russell,  August  1,  1898  :  The  operation 
was  performed  in  two  steps  : 

1.  A  semi-lunar  incision  was  made  at  the  anal  orifice  at 
the  junction  of  the  skin  and  mucosa ;  the  flaps  were  dissected 
back  and  the  ends  of  the  sphincter-ani  muscle  exposed.  The 
mucous  membrane  was  united  by  catgut  sutures,  and  then  the 
muscle  ends  were  drawn  together  and  sutured  with  five  cat- 
gut sutures.  The  primary  incision  was  then  united  from  side 
to  side. 

2.  The  relaxed  vaginal  outlet  was  then  resected  in  the 
usual  way. 

Time  of  entire  operation,  fifty  minutes. 

The  convalescence  was  interrupted  only  by  the  inability  of 
the  patient  to  void  her  urine  and  the  consequent  necessity 
of  catheterization  for  the  first  week,  followed  by  a  mild  cys- 
titis, relieved  by  vesical  irrigations.  The  maximum  tempera- 
ture was  100°  (on  the  second  and  eighth  days).  The  wound 
in  the  rectum  healed  per  primam.  Perfect  union  of  the 
sphincter  muscle  was  obtained,  with  perfect  control  of  the 
rectum.  There  was  a  slight  infection  of  one  of  the  vaginal 
stitches.    The  patient  was  discharged,  well,  September  1,  1898. 

Case  XI. — C.  W.,  married,  aged  forty-three  years,  white. 

Diagnosis.     Complete  tear  of  the  perineum. 

Operation.  Repair  of  the  complete  tear,  dissection,  and 
direct  suture  of  the  sphincter  aui. 

The  patient  has  been  married  twenty-three  years,  and  has 
had  six  children,  the  youngest  three  and  one-half  years  old, 
and  one  miscarriage,  in  1890. 

She  was  badly  lacerated  at  her  first  confinement,  where  the 
delivery  wras  instrumental  (twenty-two  years  ago).     This  was 
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repaired  by  Dr.  Helmuth  in  1891,  and  the  perineum  was  rup- 
tured again  at  the  birth  of  her  last  child,  three  and  one-half 
years  ago. 

She  complains  of  general  poor  health,  frequent  attack-  of 

diarrhoea,  and  especially  of  an  escape  of  gas  from  the  vagina. 

She  has  also  noticed  fecal  matter  in  the  vagina,  and  often  has 
great  difficulty,  and  sometimes  entire  inability,  to  control  the 
movements  of  the  bowel. 

Examination  shows  that  the  vaginal  outlet  was  torn  through 
aud  the  sphincter  ends  widely  separated.  The  perineum  is 
boat-shaped,  with  much  scar-tissue  between  the  vaginal  and 
rectal  openings,  and  the  injury  to  the  sphincter  ends  might 
easily  be  overlooked.  The  sphincter  euds  are  marked  by 
pits  2  cm.  apart. 

Operation  by  Dr.  Kelly,  November  22, 1898  :  Denudation  as 
usual,  removing  scar-tissue  over  sphincter  ends  and  freshening 
the  torn  septum  and  extending  up  both  right  and  left  vaginal 
sulci.  In  including  the  sphincter  ends  the  incisions  marking 
out  the  area  for  denudation  were  made  differently  from  the 
rule  by  cutting  about  3  mm.  away  from  the  pits.  This  was 
done  so  as  to  give  the  sphincter  a  wider  berth,  and  so  that 
when  the  sphincter  ends  were  united  by  buried  sutures  they 
would  not  lie  so  close  to  the  skin  surface  as  they  would  if  the 
incision  was  made  close  to  the  ends;  both  sphincter  ends  were 
caught  with  forceps,  pulled  up,  and  dissected  out  with  a  pair 
of  blunt  scissors  until  they  appeared  about  \\  cm.  long  above 
the  surface.  The  glazed  white  ends  wrere  then  cut  off  and  the 
rest  of  the  denudation  completed,  and  the  bowel  above  freed 
from  the  rectovaginal  septum.  The  rectal  rent  was  then 
closed  by  fine  interrupted  silk  sutures,  passed  on  the 
side,  entering  and  emerging  on  the  mucosa  about  1  mm.  from 
the  margin  of  the  cut. 

After  closing  the  rectal  rent  the  sphincter  was  united  bv 
two  catgut  sutures  and  bv  a  silkworm-gut  suture,  entered 
about  1  J  cm.  back  of  the  edge  of  the  cut,  in  the  anal  margin, 
and   carried    up    through    the   septum,  piercing    the   sphincter 

both  on  entering  and  emerging.     Another  suture  was  ; 
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well  behind  this  first  one,  up  through  the  septum  outside  the 
Bphincter,  as  recommended  by  Emmet. 

The  skiu  margin  was  very  carefully  close;!  up  over  the 
Bphincter   and   the   rest  of   the  wound    in    the  vagina    and 

perineum  united  as  usual,  taking  extreme  care  not  to  have 
any  dead  spa    3. 

The  intelligent  patient  had  perfect  control  over  the  sphincter 

from  the  first,  ami  at  once  recognized  the  great  difference  iu 
her  condition. 

She  made  a  prompt  recovery,  and  returned  home  entirely 
well. 

The  one  remarkable  and  constant  fact  especially  noted  after 
each  of  these  operations  was  the  immediate  sense  of  restored 
power,  which  was  noted  by  the  patient  as  soon  as  she  was 
well  over  the  effects  of  the  anaesthesia.  There  was  a  sense 
of  natural  control  over  the  function  of  the  bowel,  which  had 
been  absent  since  the  injurious  confinement. 

In  conning  the  literature  of  this  subject  I  have  discovered 
several  interesting  references  which  have  a  direct  bearing 
upon  the  method  described.  In  the  first  place,  Dr.  R.  L. 
Dickinson1  has  pointed  out,  in  an  admirably  clear  paper 
devoted  to  the  study  of  recent  injuries  to  the  sphincter  ani 
the  important  fact  that  the  rupture  of  the  muscles  crossing  the 
pelvic  floor,  in  common  with  the  external  sphincter,  is  never 
median.  The  tear  takes  the  direction  of  least  resistance,  and 
avoids  the  aponeurotic  web  where  the  structures  interlace  in 
the  middle  line,  and  breaks  through  laterally,  severing  the 
transverse  perineal  muscles  and  the  sphincter  well  to  one 
side;  out  of  sixteen  cases,  ten  were  on  the  right,  six  on  the 
left,  and  one  involved  both  sides  of  the  sphincter.  A  close 
examination  will  always  reveal  an  asymmetry,  and  not  infre- 
quently one  end  of  the  sphincter  is  found  hanging  out  free 
on  one  side  of  the  rupture,  while  the  opposite  side  presents  a 
deep  pit  from  which  it  has  been  torn  out,  and  at  the  bottom 
of  this  pit   is  the  other  sphincter  end.     With  the  changes 

1  American  Gynecological  and  Obstetrical  Journal,  May,  1895. 
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which  take  place  during  the  period  of  cicatrization  and  con- 
traction, well  delineated  by  Kucstner  and  Leopold,  this  asym- 
metry is  reduced  to  a  minimum,  so  that  there  finally  remains 
but  a  slight  obliquity  in  the  level  of  the  sphincter  ends  as  a 
small  index  of  a  large  difference  earlier  in  the  history  of  the 
case. 

In  these  recent  tears,  Dr.  Dickinson,  with  good  surgical 
judgment,  used  buried  catgut  sutures  to  bring  the  Bphincter 
ends  together.  lie  says  :  "  Two  buried  catgut  suture-  carried 
through  the  free,  hanging  end  of  the  muscle,  and  then  down 
into  the  pit  to  catch  the  hidden  end,  draw  the  parts  into  accu- 
rate apposition.  The  rest  of  the  injury  is  then  repaired  as 
usual." 

Sawaisky,  in  an  inaugural  dissertation,  published  in  St. 
Petersburg,  1895,  describes  a  method  of  treatment  employed 
in  Prof.  Lebedeff's  clinic  in  six  cases  of  complete  rupture. 
The  rectovaginal  septum  was  first  split  as  in  performing  a 
flap  operation,  and  then  after  extending  the  wound  sufficiently 
up  into  the  vulva  the  ends  of  the  sphincter  were  caught  and 
united  with  an  interrupted  suture,  after  which  the  major  part 
of  the  wound  was  closed  with  a  continuous  catgut  suture,  and 
the  closure  was  completed  with  four  deep  and  two  superficial 
sutures.1 

In  an  article  by  Leopold  and  AVehle,2  a  method  of  uniting 
the  suture  is  described  by  which  two  or  three  sutures  are 
passed  through  the  skin  close  to  the  sphincter,  brought  out  in 
the  sphincter  pit, and  re-entered  on  the  sphincter  on  the  opj tosite 
side,  to  reappear  on  the  skin  surface  at  a  point  corresponding 
to  the  point  of  entrance.  By  this  means  the  suture  ends  are 
approximated  with  far  greater  accuracy  and  with  a  degree  of 
certainty  unknown  in  the  old  operation. 

Dr.  George  E.  Shoemaker,  in  a  personal  letter  received 
January  14,  1899,  states  that  he  operated  upon  a  tear  of  the 
sphincter-ani  muscle  in  June,  1893,  which  was  referred  to 
briefly  in  the  Medical  News  of  September  22,  L894.     Two 

1  See  reference  in  Prommel'a  Jahreebericht,  vol.  vii.  j>.  202. 
eburtah.  n.  Gynak.,  1895,  Band  ii.  p.  807.    Leipzig. 
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previous  operations — both  unsuccessful — had  been  performed 
on  the  patient  for  the  same  trouble,  which  had  originated  in 
L891.     Dr.  Shoemaker's  operation  was  begun  by  making  a 

curved  incision  from  over  one  sphincter  end  across  to  the 
other.  The  sphincter  muscle  ends  were  then  dissected  out 
and  clearly  defined,  after  which  they  were  caught  up  by  a 
strong  catgut  suture,  which  included  only  the  two  sphincter 
ends.  The  rectal  wall  was  closed  in  the  usual  way  and  the 
intra  vaginal  denudation  completed,  two  reinforcing  wormgut 
sutures  being  passed  through  the  sphincter,  each  beginning 
far  out  on  the  skin  at  the  side  and  ending  at  a  point  opposite. 

The  operation  was  entirely  successful,  and  the  patient 
secured  perfect  control  of  the  bowel. 

Since  this  operation  Dr.  Shoemaker  states  that  he  has  used 
this  method  repeatedly,  with  entire  satisfaction. 

In  a  brief  but  suggestive  paper  Dr.  R.  G.  Le  Conte1  de- 
scribes the  direct  suture  of  the  sphincter  ends  by  means  of  a 
buried  catgut  suture  passed  after  the  fashion  of  a  tendon 
suture  ;  the  sphincter  ends  are  hooked  up  and  drawn  forward 
and  freshened,  either  by  cutting  off  a  small  portion  with  the 
scissors  or  by  fraying  the  ends  well  by  a  knife,  as  already 
advised  by  previous  operators  who  have  insisted  on  freshen- 
ing the  sphincter  ends  as  essential  to  secure  good  union.  Two 
catgut  sutures  are  then  applied,  one  on  each  side  of  the 
sphincter  muscle  and  two  more  on  the  opposite  side.  When 
the  opposite  sutures  are  tied  the  sphincter  ends  are  ap- 
proximated. Dr.  J.  M.  Baldy  successfully  carried  out  Dr. 
Le  Conte's  suggestion  upon  a  patient  who  had  been  twice 
previously  operated  upon,  with  an  unsuccessful  result  each 
time. 

My  own  method  of  treating  the  sphincter  is  similar  to  those 
detailed,  in  that  the  muscle  is  united  directly  end  to  end  by 
means  of  interrupted  catgut  sutures,  and  I  would  prefer  pass- 
ing the  suture  directly  through  the  muscle  to  the  use  of  a 
tendon   suture,  for   the   reason   that   the   simple   interrupted 

i  American  Journal  of  Obstetrics,  June,  1895. 
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suture  buries  less  foreign  material,  and  it  is  therefore  less 
Liable  to  infection,  lying,  as  it  does,  close  under  the  skin. 

The  essential  points  of  difference  are  a  carefully  conducted 
denudation,  giving  the  sphincter  a  wide  berth,  so  as  to  sepa- 
rate it  from  the  skin  surface,  after  all  the  parts  have  been 
brought  into  apposition,  by  a  greater  interval.  This  is  done 
to  make  the  burial  of  the  catgut  sutures  a  safer  procedure. 

The  next  important  point  is  the  dissection  and  liberation  of 
the  sphincter  ends  until  1  or  1J  cm.,  or  even  more,  is  pulled 
out  free  on  each  side.  This  has  not  been  proposed  before. 
The  ends  are  then  cut  off,  so  as  to  remove  the  scar-tissue,  and 
three  interrupted  catgut  sutures  passed  through  them,  so  as 
to  be  ready  to  bring  them  snugly  together  at  the  proper  time. 

The  rectal  wound  is  then  completely  closed  by  a  series  of 
interrupted  sutures  passed  close  together,  so  as  to  make  it  im- 
possible for  any  minute  particles  of  fecal  matter  to  press 
between  the  stitches  and  cause  an  infection.  This  closure  is 
carried  down  and  over  the  anus  on  to  the  skin  area,  and  then 
only  after  this  step  is  satisfactorily  completed  are  the  sphincter 
ends  brought  together  and  the  buried  catgut  stitches  tied. 
Another  point  which  I  wish  to  urge,  which  differs  from  any 
previous  proposition,  is  the  passage  of  a  silkworm-gut  ten- 
sion suture  directly  through  the  substance  of  the  sphincter 
muscle  half-way  between  its  outer  and  inner  borders.  The 
purpose  of  this  suture  is  to  take  the  tension  off  from  the 
buried  catgut  sutures  during  the  healing  process.  I  prefer 
this  suture  to  the  Emmet  tension  suture,  which  is  passed  well 
behind  the  sphincter  ends  on  the  skin  surface,  because  my 
suture  acts  more  directly  and  does  not  tend  to  make  the  anal 
orifice  so  small.  It  is,  therefore,  easier  to  secure  earlier  and 
regular  defecation. 

I  have  dwelt  thus  far  upon  the  method  of  securing  imme- 
diate union  of  the  external  sphincter  muscle.  It  is  my  desire 
now,  in  conclusion,  to  insist  upon  the  importance  of  paying 
equal  attention  to  securing  accurate  approximation  of  the  in- 
ternal Bphincter  muscle.  Indeed,  if  I  would  establish  any 
comparison  between  the  two,  I  would  attribute  more  impor- 
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tance  to  the  accurate  union  of  the  internal  sphincter  than  to 
that  of  the  external.  This  must  be  effected  in  the  following 
manner  :  One  or  two  fingers  are  passed  into  the  torn  bowel 
and  the  thin  septum  is  brought  slightly  forward,  while  with 
a  knife  or  a  pair  of  scissors  the  operator  splits  the  septum  on 
its  mucous  margin,  and  then  dissects  upward  and  inward, 
separating  the  vagina  and  the  columna  from  the  septum  in 
such  a  way  as  to  isolate  the  rectum  in  front  and  on  the  sides 
and  to  turn  the  remaiuing  tissues  upward.  By  taking  a  little 
care,  and  observing  the  tissues  closely,  the  bowel,  with  the 
muscle,  is  easily  set  free ;  and  if  the  dissection  is  well  done 
the  internal  sphincter  fibres  will  be  recognized  on  both  sides. 

After  all  the  scar-tissue  is  removed  the  internal  sphincter 
is  then  united  by  a  series  of  interrupted  fine  silk  sutures  enter- 
ing and  emerging  on  the  mucous  surface  of  the  bowel,  about 
a  millimetre  from  the  edge  of  the  cut.  These  sutures  are 
passed  and  tied  from  above  downward,  from  1J  to  2  mm. 
apart.  In  a  case  recently  operated  upon  I  used  as  many  as 
sixteen  of  them  before  the  bowel  was  closed  down  beyond 
the  external  sphincter. 

I  believe  it  is  best  to  reinforce  the  sutures  by  two  or  three 
buried  catgut  sutures,  grasping  the  muscular  coat  of  the 
bowel — that  is  to  say,  the  internal  sphincter — and  drawing 
it  together  over  the  line  of  union.  After  doing  this  the 
external  sphincter  is  brought  together  as  described  above, 
and  the  remainder  of  the  wound  united  as  described  in  the 
text-books. 

The  utmost  care  must  be  taken  throughout  not  to  leave 
any  dead  spaces  about  the  buried  sutures. 

After  such  an  operation  it  is  my  practice  to  keep  the  bowels 
open,  by  giving,  at  least  every  other  day,  a  warm  oil  injec- 
tion through  a  soft  catheter. 


DISCUSSION.  99 


DISCUSSION. 


Dr.  George  H.  Noble,  of  Atlanta,  Ga. — I  can  bear  testi- 
mony to  the  usefulness  of  Btitching  the  sphincter  together  with 

buried  sutures.     I    have  been  under  the  impression  that  it  was 
quite  commonly  practised,  as  it  has  beeu  my  custom  for  a  num- 
ber of  years,  and  some  of  my  friends  have  followed  me  in  it. 
About  nine  years  ago,  in  the  Kings  Daughters'  Hospital  of 

Atlanta  a  physician  using  an  axis-traction  attachment  on  a 
Simpson  forceps  lacerated  the  perineum  into  the  rectum  (ante- 
riorly), but  the  sphincter  muscle  gave  way  in  the  rear  of  the 
anus  and  not  in  front,  as  it  usually  doe?.  The  left  half  of  the 
sphincter  ani  pulled  out  of  its  sheath,  so  that  it  presented  the 
unusual  appearance  of  the  muscle  projecting  an  inch  and  a  half 
from  the  right  side,  and  the  empty  sheath  on  the  left  extending 
to  the  median  line  in  the  rear  of  the  anus. 

Not  wishing  to  sacrifice  half  of  the  muscle,  a  suture  was  intro- 
duced through  an  incision  in  the  skin,  then  through  the  undis- 
turbed end  of  the  sphincter  posterior  to  the  anus,  and  brought 
out  through  the  empty  sheath,  then  transfixing  the  free  or  dis- 
engaged end  of  the  muscle,  after  which  it  was  returned  in  the 
reverse  direction  and  tied  under  the  surface  of  the  skin  behind 
the  anus,  thus  drawing  the  disengaged  end  of  the  muscle  into  its 
sheath  and  uniting  with  a  buried  suture. 

Once  again  in  the  same  year  I  closed  in  the  same  manner  a 
second  laceration  of  this  peculiar  form  that  was  caused  by  the 
same  instrument  in  the  hands  of  the  same  part  v. 

Since  that  time  it  has  been  my  practice  to  use  the  buried 
suture  in  approximating  the  ends  of  this  muscle. 

Dr.  Kelly  advises  clipping  with  scissors  around  the  ends  of 
the  muscle  for  the  purpose  of  releasing  it  from  its  bed  of  cica- 
tricial tissue.  This  is  not  as  satisfactory  as  a  method  that  I 
have  been  using  for  the  last  two  or  three  years. 

After  paring  off  the  lacerated  surface  catch  up  the  mi 
issue  over   the  end  of  the  muscle,  as   illustrated   by   Dr. 
Kelly,  and  make  an  incision  on  the  upper  surface  "1*  the  muscle 
and  parallel   to  its  fibres,  cutting   into  the  sheath.      The  end  of 
the  sphincter  is  easily  drawn  out  with  a  pair  of   forceps. 

The  mattress  SUture  is  preferable;   it  turns  the  ends  in  better. 


100  PLASTIC  SURGERY. 

it  can  be  made  to  tuck  the  tip  of  the  muscle  downward  in  the 
direction  of  the  centre  of  the  ring  formed  by  the  muscle,  instead 
of  puckering  upward,  as  sometimes  happens  in  the  Emmet  opera- 
tion. When  one  or  two  simple  sutures  are  used  it  is  better  to 
pass  them  through  the  sheath  unless  it  has  been  destroyed  too 
far  back  from  the  line  of  laceration,  for  slight  eccentric  pressure 
at  the  anus  will  suffice  to  force  the  threads  to  slip  between  the 
fibres  and  pull  out. 

The  results  have  been  uniformly  successful,  and  no  inconve- 
nience has  been  experienced  on  the  part  of  the  patients. 

Formerly  it  was  my  habit  to  stitch  the  levator  ani  and  sphinc- 
ter vaginae  together  with  catgut  or  other  buried  sutures.  The 
results  were  excellent  so  long  as  the  sutures  would  last,  but  in 
the  course  of  a  year  they  would  separate,  and  the  resulting  con- 
dition was  no  better  than  that  secured  by  Emmet. 

In  making  a  comparative  study  it  occurred  to  me  that  it  is 
just  as  important  to  unite  the  fascia  in  the  perineum  as  it  is  to 
approximate  the  transversalis  fascia  in  the  abdomen.  So  I  set 
about  learning  a  means  of  easy  dissection  of  the  fascia.  This 
proved  a  vexed  problem,  as  the  conditions  in  different  cases  are 
so  varying.  In  central  laceration  not  implicating  the  rectum  it 
is  comparatively  easy.  In  deep,  lateral  tears  it  is  harder,  and  if 
of  long  standing  the  fascia  retracts  so  much  upon  the  side  torn  that 
it  requires  skill,  patience,  and  knowledge  of  anatomy  ;  but  cer- 
tain landmarks  which  I  shall  point  out  in  a  paper  at  the  Medical 
Association  of  Georgia  next  April  will  facilitate  the  work 
greatly.  The  object  to  be  obtained  is  to  put  the  strain  upon 
the  fascia  which  gives  to  the  perineum  its  strength  or  power  of 
resistance.  Its  closure  layer  to  layer  with  buried  sutures  is  just 
as  important  as  that  of  the  abdominal  incision,  for  it  is  subjected 
to  greater  pressure  during  confinement. 

The  tension  sutures  of  silver  wire  should  take  in  a  great  deal 
of  tissue,  but  very  little  skin.  The  muscles  and  fascia  should  be 
drawn  well  out  with  volsellum  forceps,  and  the  needle  passed 
about  half  way  to  the  rami  of  the  pubis  and  ileum,  so  that  the 
loop  of  wire  includes  four  to  six  times  as  much  tissue  as  when 
used  in  the  ordinary  way. 

These  patients  have  very  little  pain,  and,  as  a  rule,  do  not 
require  morphine.     If  they  take  any  it  is  usually  an  eighth  or 
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a  fourth  of  a  grain  immediately  after  recovering  from  the  anaes- 
thetic. 

Dr.  J.  Wesley  Bovee,  of  Washington,  I).  C. — I  have  fol- 
lowed this  plan  of  dissecting  out  the  sphincter  muscle  for  some 
year-,  and  it  is  the  only  way  to  get  satisfactory  results.  I  usually 
precede  it,  however,  with  a  thorough  stretching  of  what  is  left 
of  the  sphincter  muscle.  I  grasp  the  sphincter  muscle  with  the 
index  finger  and  thumb  of  each  hand,  separating  them  as  well 
as  I  can  and  stretching  this  muscle  or  what  is  left  of  it  its  whole 
length.  We  sometimes  find  that  if  this  is  not  carefully  done  we 
make  some  abrasions  over  the  posterior  surface  of  the  mucous 
membrane;  but  if  we  arc  careful  we  do  not  do  much  dam; 
that  way.  In  many  cases  the  muscle  has  been  ruptured  for  so 
many  years  that  it  is  very  much  atrophied,  and  it  is  difficult  to 
reach  in  there  and  dissect  up  well  the  muscle.  This  being  the 
case,  I  have  contented  myself  in  many  cases  by  merely  suturing 
some  of  the  newly  formed  tissue  over  the  ends  of  the  sphincter, 
not  cutting  it  off  and  not  bringing  muscle  to  muscle,  leaving 
some  new  tissue  or  fascia  drawn  over  the  ends  to  come  in  the 
median  line  in  front.  I  suture  the  rectal  surface  with  continuous 
catgut,  sometimes  with  interrupted  catgut.  I  use  nearly  always 
catgut  for  perineal  surgery,  and  bury  it.  It  is  not  always  buried 
in  the  vaginal  wall,  but  usually  it  is,  so  that  when  I  finish  there 
is  not  a  particle  of  suture  material  that  shows  in  any  place.  I 
never  yet  had  a  case  of  infection  of  the  perineum,  and  I  have 
done  hundreds  of  these  operatoins.  Infection  of  the  perineum 
from  the  bowel  is  an  overestimated  quantity.  My  patients  have 
no  pain  after  the  operation.  I  have  the  bowels  move  daily,  and 
I  must  say  I  am  as  well  pleased  with  my  perineal  surgery  as  I 
am  with  any  other  class  of  work  that  I  do. 

Dr.  Haggard  (closing  the  discussion  on  his  part). —  I  have 
been  very  much  interested  and  instructed  by  the  very  pleasing 
manner  in  which  Dr.  Kelly  has  described  this  new  method  of 
hi-.  We  arc  accustomed  to  look  upon  all  of  his  productions 
with  so  much  interest  that  anything  emanating  from  him  should 
receive  our  undivided  attention.  lie  has  beautifully  illustrated 
this  method,  and  has  presented  it  in  a  logical  manner.  The  only 
trouble  is  that   these  methods  arc  D  mctimes  a-  we 

Would  like.      I   imagine   that    i-   going  t«»   be   the  difficulty  with 
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thifl  operation,  but  I  am  sure  the  doctor  must  be  pleased  to 
know  that  others  have  been  pursuing  the  same  line  of  work. 
dally,  I  have  seen  a  good  many  of  these  classical  restora- 
tion- of  the  sphincter  ani  with  silver  wire.  If  done  properly  the 
result-  arc  as  good  as  they  can  be,  and  it  occurs  to  me  that  it  is 
hardly  necessary  to  go  into  more  elaborate  dissections.  If  we 
can  accurately  pull  up  the  dimples,  nip  off  the  scars  over  the 
sphincter  ends  and  approximate  them  with  silver  wire,  nothing 
will  hold  better.  It  is  thoroughly  clean  ;  it  will  not  cut  out, 
and  I  believe  with  this  procedure  we  will  have  a  larger  percent- 
age of  ultimate  recoveries  than  by  this  method,  which  is  confess- 
edly risky  from  the  mere  fact  of  bowel  contamination. 

In  regard  to  catgut,  I  am  glad  to  know  that  others  get  better 
results  with  it  than  myself.  Of  course,  if  it  is  buried  in  gland 
tissue  it  is  not  going  to  cause  suppuration,  but  the  difficulty  is 
in  burying  it.  Do  you  use  silkworm-gut  to  cover  the  mucous 
membrane  ? 

Dr.  Bovee. — I  bury  the  suture  under  the  vaginal  mucous 
surface. 

Dr.  Haggard. — It  is  a  sort  of  mattress  suture.  If  that  can 
be  done  I  dare  say  it  is  very  easily  accomplished,  but  certainly 
not  so  to  those  who  have  been  accustomed  to  use  silver  wire.  I 
do  not  question  the  utility  of  exposing  the  sphincter  ends ;  it  is 
the  only  method  in  which  we  differ.  Like  everything  else,  that 
which  in  our  hands  gives  satisfaction  we  find  no  reason  for 
changing;  but  surely  this  new  procedure  offers  very  many 
points  of  advantage,  particularly  in  the  cases  which  Dr.  Kelly 
mentions,  namely,  the  imperfectly  united  ones. 

Dr.  Kelly  (closing  the  discussion). — I  agree  with  what  has 
been  urged,  particularly  with  Dr.  Haggard's  views,  and  I  recom- 
mend this  delicate  operation  only  to  those  who  are  well  trained 
in  plastic  work  in  this  part  of  the  body.  I  do  not  use  mattress 
sutures,  but  when  I  wish  accurate  linear  approximation  use 
simple  interrupted  sutures  which  bring  the  ends  evenly  together. 

I  hope  the  publication  of  the  cases  by  Drs.  Bovee  and  Noble 
will  follow  speedily  this  discussion,  as  I  think  it  is  a  matter  of 
importance,  and  if  there  is  any  credit  I  shall  be  only  too  happy 
to  share  it  with  my  friend-. 


FRACTURES  INVOLVING  THE   ELBOW-JOINT. 


By  J.  T.  Wilson,  M.D., 

Terrell    '/'• 


FRACTURES  involving  the  elbow-joint  are  of  great  interest, 
and  always  cause  more  or  less  anxiety  because  of  their  lia- 
bility to  auchylosis — partial  or  complete — to  deformity,  or  to 
some  interference  with  the  perfect  function  of  the  joint  as  a 
result. 

Fractures  in  this  vicinity,  without  the  capsular  ligament,  are 
not  so  grave,  are  under  better  control,  give  more  satisfactory 
results,  and  cause  less  apprehension.  Fractures  within  the 
ligament  are  always  more  troublesome,  give  rise  to  more 
inflammation,  demand  greater  care  in  their  reduction,  in  the 
dressing  and  in  the  after-treatment.  There  is  always  anxiety 
and  doubt,  and  frequently  the  result  is  not  what  we  would 
like  to  have  it;  especially  is  this  sometimes  so  in  a  refra  story 
patient.  Anchylosis,  in  various  degrees,  is  generally  looked 
for  when  union  has  taken  place.  It  is  extremely  difficult  in 
many  cases  to  avoid  this  result ;  but  with  care,  patience,  and 
perseverance  on  the  part  of  the  surgeon  and  patient,  this  com- 
plication can  be  remedied,  wholly  or  in  part,  in  nearly  all 
cases.  If  we  will  remember  that  this  is  a  complicated  joint, 
and  have  the  natural  anatomical  relations  of  the  part  well  in 
mind,  our  management  of  the  case  is  likely  to  prove  more 
successful. 

It  is  well,  too,  for  us  to  have  in  view  the  fact  that  in  a 
majority  of  cases  the  lower  end  of  the  humerus  is  the  part 
that  Buffers  from  fracture  at  or  near  the  joint,  either  a  supra- 
COndyloid  fracture,  or  separation  of  the  condyles — ,>ne  or  both. 

If  tli  ire  should  also  be  a  fracture  of  the  olecranon  pn 
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of  the  ulna,  or  that  rare  condition  of  fracture  of  the  coronoid, 
it  would  greatly  complicate  matters,  and  make  it  much  more 
difficult  to  handle. 

It  is  necessary  to  remember  that  the  muscular  attachments 
to  the  region  around  the  joint  are  very  great.  It  is  difficult 
to  conceive  of  a  fracture  here  where  the  fragments  do  not 
involve  a  muscular  attachment,  and  are  more  or  less  displaced 
by  it.  Three  great  muscles  of  the  arm  are  inserted  into  the 
process  of  the  heads  of  the  bones  of  the  forearm,  which  help 
to  form  this  joint,  which  from  their  functions  and  strength 
exert  an  influence  in  almost  any  fracture  involving  the  joint. 
Five  muscles  of  the  forearm  arise  in  part  from  the  internal 
condyle  of  the  humerus ;  except  the  pronator  quadratus,  all 
the  anterior  or  flexor  and  pronator  group  take  their  origin 
from  this  condyle ;  in  the  radial  region,  all  the  extensors  and 
supinators  arise,  in  part  at  least,  from  the  external  condyle  and 
ridge  of  the  humerus.  A  knowledge  of  these  attachments  is 
sufficient  to  indicate  the  difficulty  of  confining  the  broken 
bone  in  apposition.  In  fractures  of  this  joint  there  is  neces- 
sarily considerable  inflammation  ensuing,  the  cartilage  of  the 
articular  surface  being  wounded,  and  the  investing  ligaments 
lacerated.  The  amount  of  callus  thrown  out  is  considerable ; 
it  hinders  motion,  and  is  generally  slow  of  absorption. 

My  experience  has  taught  me  that  in  these  fractures,  in 
order  to  get  the  best  practical  results,  it  is  of  supreme  impor- 
tance to  keep  the  parts  at  absolute  rest.  To  do  this  it  is 
necessary  to  keep  the  patient  in  a  quiescent  state.  It  is  im- 
possible to  give  the  joint  that  rest  so  necessary  if  the  patient 
is  permitted  to  be  up  and  stirring  about.  Unless  he  is  con- 
fined to  bed  the  injunctions  of  the  surgeon  will  not  be  heeded  ; 
therefore,  for  the  first  few  days,  or  a  week,  the  bed  is  the  best 
place.  It  also  gives  the  system  an  opportunity  to  recover 
from  the  shock  incident  to  the  accident. 

With  the  proper  precautions,  a  fixation-dressing  is  applied 
at  the  very  beginning  of  the  treatment.  The  position  of  the 
forearm  is  a  question  that  has  elicited  much  discussion  and  a 
variety  of  opinions.      Eminent  surgeons  differ  greatly  upon 
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this  subject.  Many  place  the  forearm  at  a  right  angle  with 
the  arm,  and  others  put  it  in  a  position  of  extension  ;  some 
arrange  it  in  a  prone  position,  and  others  in  a  position  of 
supination.  In  all  of  these  positions  good  results  are  reported, 
and  some  unfavorable  also.  Either  extreme  strikes  me  as 
being  irrational.  Of  course,  some  untoward  results  must  lie 
expected,  no  matter  what  the  position  or  dressing. 

The  different  fractures  and  the  different  degrees  of  fracture 
require  different  positions  in  pronation  or  supination,  and 
different  angles  of  the  forearm.  I  have  been  guided  in  recent 
years,  after  the  reduction  of  the  fracture,  by  the  rule  of 
placing  the  forearm  in  that  position  which  seems  to  favor  best 
the  coaptation  of  the  fragments  and  the  relaxation  of  the 
muscles,  giving  the  least  deformity,  and  the  flexed  position 
has  been  the  one  generally  employed. 

The  arm-joint  and  forearm  are  scrubbed  as  thoroughly  as 
the  circumstances  will  admit,  with  soap  and  boiled  water  ;  the 
soap  washed  off,  then  the  parts  bathed  with  alcohol  and  rubbed 
gently  but  thoroughly  until  dry.  Then  the  diagnosis  is  made, 
if  possible,  and  the  dressing  applied  under  an  ana&thetic,  if 
necessary,  and  I  generally  find  it  necessary.  After  placing 
the  arm  in  a  suitable  position,  relaxing  the  muscles,  and 
bringing  the  fragments  together  with  the  least  deformity  pos- 
sible, it  is  given  into  the  hands  of  an  assistant,  who  holds  the 
bones  in  place ;  a  firm  pad  of  sterilized  gauze  is  placed  in 
front  of  the  joint  opposite  the  broken  fragments.  I  place 
some  stress  upon  this  pad,  as  it  aids  in  keeping  the  fragments 
in  position,  if  of  suitable  size  and  properly  placed.  It  should 
be  thick  enough  for  a  firm  support,  but  not  so  thick  as  to 
interfere  with  the  functions  of  the  splint,  and  in  most  cases 
a  spiral  reversed  roller  is  applied  from  the  hand  to  the  axilla. 

Many  surgeons  reject  this  bandage  as  being  useless  and 
interfering  with  the  splint;  but  I  prefer  to  use  it.  It  con- 
trols muscular  action,  is  a  good  protection  to  the  limb,  and 
assists  in  holding  the  parts  in  place;  if  nicely  applied  it  adds 
comfort,  and  dw-^  not  interfere,  in  my  judgment,  with  the 
splint  performing  its  proper  function. 
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The  anterior  splint  is  then  put  in  plaee — one  with  a  ratchet 
hinge,  much  like  the  one  of  Dr.  Agnew,  which  can  be  placed 
at  any  angle  desired,  and  made  to  extend  from  near  the  wrist 
to  above  the  insertion  of  the  deltoid.  A  pasteboard  trough  is 
then  moulded  to  the  posterior  surface  of  the  arm  and  fore- 
arm, extending  from  the  axilla  to  the  ends  of  the  fingers,  and 
both  are  confined  by  a  roller.  The  patient  is  put  to  bed  for 
at  least  the  first  week — longer  if  necessary — depending  upon 
his  disposition  and  the  extent  of  the  injury.  If  fairly  com- 
fortable, and  no  contraindication  arises,  the  dressing  is  not 
disturbed  until  the  third  or  fourth  day,  when  it  is  removed 
carefully,  with  the  aid  of  an  intelligent  assistant,  to  prevent 
displacement  of  the  fragments.  If  the  inflammation  has  sub- 
sided sufficiently,  the  correct  position  is  maintained  by  the 
anterior  splint  firmly  applied,  a  carefully  moulded  plaster-of- 
Paris  trough  is  fitted  posteriorly.  This  must  be  adjusted 
nicely  in  order  to  support  the  fragments,  keeping  them  in 
place  posteriorly  and  laterally.  This  plaster  mould  should 
also  extend  from  the  axilla  and  support  the  hand,  and  should 
not  be  too  heavy  and  cumbersome,  which  is  a  serious  fault 
with  many  plaster  dressings,  but  firm  enough  to  thoroughly 
fix  the  joint  and  arm.  This  can  be  done  by  having  some 
strips  of  heavy  gauze  or  cheese-cloth,  measured  by  the  sound 
arm,  and  carefully  cut  to  the  proper  size ;  the  plaster  is  thor- 
oughly rubbed  in  these,  and  they  are  applied — the  arm  being 
well  protected — layer  by  layer,  a  solutiou  of  the  plaster  rubbed 
in  between  each  layer  until  the  thickness  desired  is  secured. 
While  this  is  being  done,  the  arm  and  forearm  is  maintained 
at  the  proper  angle,  and  the  fragments  are  held  in  place  by 
the  anterior  splint,  which  has  been  secured  by  a  roller — an 
assistant  steadying  the  arm — and  the  whole  is  supported  by 
an  outside  roller.  This  dressing  can  be  controlled  at  will, 
and  if  nicely  applied,  is  not  so  cumbersome  as  it  would  seem. 
If  it  becomes  desirable  to  change  the  position  or  angle,  the 
plaster  trough  can  be  taken  off  by  simply  removing  the  roller, 
the  position  changed,  and  a  new  trough  applied. 

I  prefer  to  have  the  anterior  splint  made  of  wood,  broad 
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enough  to  cover  the  joint,  and  yet  not  extending  quite  to  the 
ends  of  the  epicondyles,  the  joint  fitting  closely  down  to  the 
bend  of  the  elbow,  the  ratchet  notches  changing  not  more 
than  the  eighth  of  an  inch  at  each  movement.  If  properly 
made,  this  splint  is  light  enough,  and  yet  firm  enough  for  all 
practical  purposes,  and  much  of  its  usefulness  depends  upon 
its  fitting  well.  If  extension  and  counter-extension  become 
necessary,  the  plaster  splint  can  be  moulded  so  that  it  will 
extend  up  under  the  axilla,  and  the  anterior  splint  will  make 
sufficient  counter-pressure  by  means  of  the  roller.  This  gives 
a  firm,  fixed  dressing,  keeping  the  parts  at  rest,  so  nece.-sary 
in  all  inflammatory  conditions  of  the  joints.  If  the  fragments 
have  been  thoroughly  replaced  and  kept  in  apposition,  there 
ought  to  be  in  most  cases  very  little  trouble. 

The  patient  should  be  seen  frequently,  and  the  joint  exam- 
ined at  any  time  when  there  seems  to  be  an  indication  for  it; 
this  should  never  be  done,  however,  if  there  is  no  special 
indication  for  it  after  the  permanent  dressing  has  been  ap- 
plied, and  the  surgeon  feels  satisfied  that  the  fragments  are  in 
place.  I  believe  that  the  old  practice  in  removing  the  dress- 
ing and  instituting  passive  motion  on  the  seventh  or  eighth 
day  is  capable  of  great  harm.  It  seems  to  me  that  it  re- 
kindles the  inflammatory  spark  that  is  yet  smouldering,  and 
sets  the  fire  of  mischief  to  burning  anew,  thereby  increasing 
the  danger  of  troublesome  anchylosis^  The  fractured  parts 
are  not  yet  firmly  enough  united  to  withstand  the  force  neces- 
sary to  break  up  strong  adhesions  of  the  joint  if  any  exist. 
Great  care  is  demanded  in  the  attempt  to  break  up  these  adhe- 
sions, which  at  this  sta^e  is  best  done  gradually.  Violent 
motion  in  the  early  stages  of  repair  is  not  productive  of  good 
results.  Gentle  motion,  frequently  repeated  and  persevered 
in,  will  often  accomplish  more  than  sudden  forcible  separa- 
tion with  the  shock  attending  it. 

If  the  fragments  have  been  kept  well  in  place,  and  the 
joint  at  complete  rest,  the  danger  <>i'  permanent  anchylosis  is 
not  great.  After  three  or  four  weeks  the  dressing  can  be 
removed,  the  joint   examined  with   care,  and   passive   motion 
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gently  instituted;  if  there  is  much  pain  it  may  be  necessary 
to  give  an  anesthetic  This  will  also  relax  the  muscles,  and 
the  danger  of  causing  severe  inflammation  by  rough  handling 

or  refracturing  the  parts  is  not  BO  great  ;  if  only  fibrous  bands 
exist  they  can  be  broken  up.  I  always  favor  anaesthetizing 
the  patient  at  the  first  examination,  if  any  considerable  degree 
of  anchylosis  exists,  and  in  subsequent  manipulations  if  much 
pain  is  caused. 

Rubbing  and  systematic  massage  are  of  great  value.  If  the 
stiffness  is  not  readily  overcome,  efforts  to  do  so  sliould  con- 
tinue, and  after  five  or  six  weeks  have  passed  the  patient  is 
to  be  in-tructed  to  take  gentle  exercise,  not  violent,  twice 
daily,  with  Indian  clubs  and  dumb-bells,  neither  of  which 
should  be  heavy.  He  is  advised  to  use  the  hand  and  arm 
constantly,  and  in  time,  in  the  great  majority  of  cases,  he  will 
be  rewarded  with  success.  In  some  cases  the  improvement 
may  take  place  many  mouths  before  the  function  is  restored, 
and  it  sometimes  comes  on  so  gradual  that  its  progress  is 
almost  imperceptible.  If  there  are  several  fragments  of  bone, 
and  some  of  them  so  small  that  a  good  apposition  cannot  be 
maintained,  it  would  be  better  to  remove  them  entire,  thus 
saving  time  and  trouble,  and  giving  a  more  favorable  chance 
for  a  better  joint.  If  the  sharp  ends  of  a  fragment  pierces 
the  ligament,  it  may  prove  very  difficult  to  return  it  to  its 
place  within,  and  the  reduction  may  be  only  apparent,  the 
ligament  intervening,  which  is  liable  to  cause  trouble. 

If  anchylosis  has  supervened  upon  a  fracture,  and  many 
months  of  patient  effort  at  restoring  the  functions  of  the 
joint  proves  futile,  an  operation  is  justified  ;  if  a  fragment  of 
bone  is  causing  the  trouble,  it  can  be  removed.  A  resection 
will  often  give  a  good,  useful  joiut. 

DISCUSSION. 

Dr.  A.  M.  Cartledge,  of  Louisville,  Ky. — Mr.  President: 
I  have  enjoyed  the  paper  of  Dr.  Wilson  very  much.  Fractures 
of  the  various  bones  of  the  body  have  given   me  considerable 
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trouble,  and  particularly  fractures  about  the  elbow-joint,  not 
only  with  reference  to  their  correct  diagnosis,  but  their  treat- 
ment. I  am  very  much  interested  in  the  method  suggested  by 
the  essayist,  in  that  it  impresses  us  with  the  use  of  plaster- 
of-Paris.  I  have  never  used  plaster  very  much  in  fractures  of 
the  elbow-joint.  The  greatest  objection  I  have  found  to  it  is  its 
liability  to  displace  the  fragments  by  the  least  turn  of  the  dress- 
ings; but  by  applying  it  in  the  manner  described  by  the  essayist, 
one  can  appreciate  its  usefulness.  I  have  resorted  to  rather 
frequent  change  of  dressings  within  the  first  week,  fco  correct  the 
great  tendency  to  vicious  displacement  of  the  fragments  in  many 
cases.  I  do  not  speak  simply  of  T-fracture  or  one  in  the  Lower 
third  of  the  humerus,  but  simply  of  those  fractures  that  are 
irregular  and  cannot  be  easily  classified,  with  one  of  the  con- 
dyles  partially  broken  off,  and  the  shaft  with  the  other  condyle 
broken,  perhaps,  in  several  fragments,  with  an  uncontrollable 
tendency  to  displacement  of  the  bones  of  the  forearm.  In  such 
cases  I  have  used  sole  leather,  putting  it  on  wet,  and  after  it  has 
become  dry  taking  the  shape  of  the  limb  by  slipping  it  off,  and 
see  if  the  position  is  all  right.  If  not,  I  re-correct  it.  I  put  it 
on  again.      This  subject  is  a  very  important  one. 

Dr.  Willis  F.  Westmoreland,  of  Atlanta,  Ga. — From  the 
general  stand-point  of  the  surgeon  I  cannot  agree  with  the 
essayist  or  with  Dr.  Cartledge  in  regard  to  their  plan  of  treat- 
ment of  these  fractures.  While  in  the  majority  of  cases  an 
anterior,  a  lateral,  or  leather  splint  may  meet  the  indications  in 
the  treatment  of  these  fractures,  yet  bad  results  will  follow* 
simply  because  we  displace  the  natural  resting-place  of  either 
one  of  the  condyles  which  has  been  fractured.  \(  the  carrying 
function  of  the  arm  is  pronounced,  or  if  there  is  a  fracture  of 
the  internal  condyle,  deformity  is  much  greater.  If  we  have  a 
fracture  of  the  external  condyle  and  attempt  to  treat  it  by  one 
of  those  splints,  more  or  less  deformity  will  necessarily  result,  so 

far  as  the  future  use  of  the  carrying  function  of  the  arm  i-  con- 
cerned. After  all,  when  we  come  t«>  the  treatment  of  these  frac- 
tures by  the  application  of  splints,  they  should,  as  tar  as  possible, 
preserve  the  carrying  function  of  the  arm  bo  far  as  its  relation 

to  tlie  other  arm  is  concerned.      In  hundreds  of   CBSes   that    have 

been  examined  the  carrying  function  of  one  arm  bears  a  corre- 
sponding  relation   t'>  the  carrying  function  of  the  other  arm.  so 
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that  in  replacing  the  fractured  bones  we  do  not  follow  any  arbi- 
trary rule  after  we  have  effected  reduction,  which  is  necessary 
with  a  lateral  or  anterior  splint.  When  the  condyle  is  displaced, 
we  cannot  easily  determine  the  relation  by  the  correspondence 
to  the  olecranon  process,  because  it  has  a  different  relation,  quite 
pronounced.  The  carrying  function  makes  no  difference  in  the 
anatomical  relation  of  the  three  bones  upon  which  we  so  fre- 
quently depend.  To  treat  a  fracture  of  the  elbow-joint  in  the 
manner  described  would  result  in  as  many  failures  or  just  as 
many  had  results  as  we  have  in  cases  that  show  a  pronounced 
lateral  deviation  of  the  forearm  from  the  arm. 

Now,  with  reference  to  the  position  of  the  arm  in  which  you 
treat  it.  I  agree  with  the  essayist  that  neither  pronounced 
extension  nor  pronounced  flexion  is  the  proper  position  to  treat 
these  bones.  Pronounced  flexion  or  extension  will  produce  a 
great  amount  of  irritation,  whether  from  nervous  causes  or  from 
tension  of  the  ligaments,  or  the  capsule  which  surrounds  the 
joint  itself.  (Here  Dr.  Westmoreland  illustrated  the  most  com- 
fortable position  in  wdiich  to  treat  a  fracture  of  the  elbow-joint 
to  prevent  anterior  displacement  and  subsequent  deformity.)  I 
make  it  a  rule  in  any  injury  involving  the  elbow-joint  to  put  the 
patient  under  ether.  When  the  patient  is  under  ether  I  am 
able  to  make  a  careful  examination  and  to  more  readily  arrive 
at  a  conclusion  in  regard  to  the  character  of  the  fracture  and  to 
put  it  up  without  any  movements  on  the  part  of  the  patient,  and 
any  one  w'ho  has  had  to  put  up  a  fracture  of  the  condyle  in  the 
case  of  a  small  child  with  a  flat  arm  knows  how  difficult  it  is  to 
arrive  at  a  definite  conclusion  in  regard  to  it.  Frequently  we 
are  not  able  to  make  a  positive  diagnosis  to  treat  it  in  that  posi- 
tion and,  with  a  plaster-of-Paris  splint,  preserve  the  anatomical 
conformation  of  the  arm,  changing  it  in  about  a  week  after  the 
swelling  has  gone  down.  And  I  think  splints  ought  to  be 
changed  frequently,  because  by  so  doing  we  get  better  results. 

Dr.  Louis  McLane  Tiffany,  of  Baltimore,  Md. — I  cannot 
agree  with  one  or  two  points  brought  out  by  the  essayist,  par- 
ticularly in  regard  to  the  details  of  the  treament  of  these  frac- 
tures. I  consider  a  fracture  of  the  elbow-joint  very  much  as  I 
do  an  injury  of  the  spine  ;  it  is  a  fracture-dislocation.  I  scarcely 
think  I  can  make  a  correct  diagnosis  of  a  fracture  of  the  elbow- 
joint  unless  I  see  the  case  within  a  few  minutes  after  the  injury, 
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for  swelling  takes  place  rapidly;  one  condyle  or  the  other  is 
more  or  less  displaced,  and  with  it  the  corresponding  hone,  the 
radius  or  the  ulna,  is  displaced.      Fracture-dislocation  is  the 

proper  term  to  use. 

In  the  matter  of  diagnosis  it  is  my  custom  to  anaesthetize  the 
patient.  I  always  put  the  arm  up  in  acute  flexion,  and  I  do  not 
look  at  it  for  a  week.  If  everything  is  in  good  position,  I  leave 
the  patient  for  a  month.  I  Immobilize  the  arm  in  an  acute 
flexed  position,  letting  the  patient  get  up  as  soon  as  the  splint  is 
firm.  If  I  have  a  board,  and  can  make  a  splint  which  is  firm, 
by  the  next  morning  the  individual  is  allowed  to  get  up. 

Injury  of  the  elbow-joint  is  common  in  childhood.  An  anehv- 
losed  elbow-joint  in  man  is  extremely  rare.  I  believe  the  result 
obtained  by  the  surgeon  is  attributable  more  to  the  age  of  the 
patient  than  to  the  treatment,  An  injury  of  the  elbow-joint  in 
adult  life  is  usually  followed  by  diminished  usefulness  of  that 
joint;  there  is  more  or  less  anchylosis.  On  the  contrary,  the 
child  will  have  a  good  arm  when  he  grows  up.  I  am,  therefore, 
one  of  those  who  believe  that  in  fracture-dislocation  of  the  elbow- 
joint  the  arm  should  be  flexed  at  an  acute  angle,  put  up  stiff, 
and  kept  so  for  a  month,  and  the  child  will  have  good  use  of  the 
arm  when  it  grows  up,  while  fracture  in  the  adult  will  be  fol- 
lowed by  diminution  in  function. 

I  did  not  understand  the  doctor  in  his  paper  to  say  anything 
in  regard  to  the  character  of  the  fracture,  whether  it  was  opened 
or  closed,  whether  simple  or  compound.  In  cases  of  compound 
fracture  I  always  find  it  necessary  to  enlarge  the  incision,  and  I 
do  not  hesitate  to  trim  the  bone  away  wherever  it  is  necessary  ; 
to  wire  fragments  together  ;  to  sew  the  periosteum  together  ;  but 
I  always  take  away  enough  bone  to  be  sure  that  the  bones  shall 
come  together  easily  in  what  I  believe  is  the  proper  position.  <  )f 
course,  I  am  talking  now  about  adults.  When  1  take  the  arm 
out  of  the  splint  I  tell  the  patient  whatever  is  necessary  for  him 
or  her  to  do.  I  do  not  need  to  make  passive  motion  in  the  cases 
of  children.  If  it  is  a  boy,  I  recommend  driving  a  pony.  This 
will  pull  his  arm  out  straight  in  a  short  time.  It'  a  young  woman, 
I  recommend  the  use  of  a  trapeze  or  a  pair  of  rings,  one  ring 
being  at  a  different  level  from  the  other,  so  that,  in  exercising,  in 
the  course  of  time  the  arm  conn  -out  straight.  In  children  outland- 
ish-looking elbows  will  have  excellent  function,  sooner  or  later. 


o. 
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Dr.  WESTMORELAND. — Have  you  ever  noticed  any  difference 
in  the  length  of  the  humerus  after  the  removal  of  the  condyle 
in  young  children  ? 

Dr.  Tiffany. — I  have  never  measured  the  humerus  in  young 
children,  to  compare  it  with  the  other  side  after  a  fracture  of  the 
elbow-joint.  As  to  the  carrying  function— that  means  the  angle, 
I  take  it,  between  the  humerus  and  the  forearm — I  do  not  think 
that  makes  any  difference.  A  person  will  carry  a  pail  of  water 
if  the  arm  is  not  anatomically  correct. 

Dr.  George  A.  Baxter,  of  Chattanooga,  Tenn. — I  tried  Dr. 
Tiffany's  plan  of  treatment  in  the  case  of  my  own  boy,  who  broke 
his  arm.  I  gave  him  passive  motion,  and  the  arm  was  restored. 
These  fractures  have  to  be  treated  in  different  positions  when 
there  is  complete  luxation  of  the  muscular  attachment.  In  the 
case  of  a  T-fracture  or  Y-fracture,  or  a  fracture  of  the  olecranon, 
almost  the  full,  extended  position  is  the  favorite  with  me,  with 
the  coronoid  process  in  acute  flexion,  and  these  positions  I  assume. 

I  believe,  with  Dr.  Tiffany,  it  is  a  difficult  thing  to  make  a  cor- 
rect diagnosis  in  these  cases.  I  do  not  believe  it  can  be  done 
three  or  four  hours  after  the  injury  without  complete  anaes- 
thesia, and  even  then  we  find  it  difficult  to  make  an  absolutely 
correct  diagnosis.  I  trust  a  good  deal  to  position  and  to  abso- 
lute physiological  rest  during  the  period  until  consolidation  of 
the  fragments  has  taken  place,  more  or  less  examining  them, 
then  putting  on  a  Bavarian  splint,  a  leather  splint,  or  have  the 
plaster  splint  cut  so  that  I  can  open  it  for  proper  examination 
of  the  parts  and  frequent  adjustment  during  the  period  of  con- 
solidation. After  consolidation  has  commenced  I  begin  gentle, 
passive  motion,  keep  it  up  every  day  until  there  is  considerable 
latitude  of  motion,  and  then  you  can  encourage  the  patient,  if 
he  be  a  boy,  in  his  play  to  bowl  rocks  for  the  restoration  of  it. 
He  must  have  considerable  latitude,  or  it  will  prevent  him  from 
accomplishing  what  you  would  accomplish  in  spite  of  the  thing. 
There  is  one  point  with  reference  to  passive  motion  that  I  wish 
to  call  attention  to,  and  that  is  as  soon  as  pain  commences  they 
stop  exercising,  and  there  is  no  further  accomplishment  of 
motion.  The  surgeon  proceeds  with  passive  motion  until  there 
is  a  certain  degree  of  pain,  and  it  takes  months  to  restore  the 
function  of  the  arm,  even  though  there  will  be  little  motion  in 
it  at  first,  and  the  child   will  accomplish  as  much  in  eighteen 
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months  without  it.  I  believe  in  passive  motion  as  soon  as  suffi- 
cient consolidation  has  taken  place,  or  as  soon  as  the  inflamma- 
tory action  has  subsided  and  sufficient  consolidation  has  taken 
place.  I  begin  passive  motion,  and  keep  it  up  until  function  is 
restored  as  good  as  it  possibly  can  be. 

Dr.  W.  B.  Rogers,  of  Memphis,  Tenn. — Thus  far  in  the 
discussion  there  is  unanimity  of  opinion  that  fractures  of  the 
elbow-joint  are  difficult  to  diagnose  as  well  as  to  treat.  I  do 
not  confine  myself  to  any  single  method  of  treating  fractures 
involving  the  elbow-joint,  nor  is  any  single  fracture  to  be 
treated  in  such  a  manner  in  all  cases.  There  are  generally 
more  complications  than  simply  a  fissure  of  the  joint  in  these 
fractures.  The  violence  that  produces  it  is  rapidly  followed  by 
a  great  deal  of  swelling,  so  that  in  order  to  make  a  correct  diag- 
nosis I  find  it  is  necessary  to  put  the  patient  under  an  anaesthetic. 
I  never  feel  that  I  know  what  the  damage  is  until  I  have  anaes- 
thetized the  patient  and  examined  every  bony  prominence. 
After  some  hours  have  elapsed  the  tension  is  so  great,  even  under 
an  anaesthetic,  that  an  exact  diagnosis  cannot  always  be  made. 

The  essayist  confined  his  treatment  to  fractures  of  the  lower 
end  of  the  humerus,  though  his  paper  would  include  fractures  of 
the  coronoid  process  as  w7ell  as  of  the  olecranon.  A  fracture  of 
the  olecranon  should  be  treated  differently  from  a  fracture  of  the 
shaft  of  the  humerus.  As  a  rule,  I  have  employed  a  trough 
splint  to  the  back  of  the  limb,  but  in  some  instances  I  have  been 
led  to  use  two  lateral  splints,  made  by  encasing  the  arm  and  fore- 
arm in  plaster-of-Paris,  and  then,  as  it  was  drying,  moulding  the 
fractured  parts  together,  then  splitting  down  the  front  and  back, 
taking  it  off  in  two  lateral  halves,  then  trimming  off  a  little  of 
the  splints,  which  should  then  be  reapplied  and  bandaged  tighter 
and  tighter  as  the  swelling  subsides.  Where  we  have  a  fracture 
of  one  condyle  only  the  anatomical  conformation  of  the  joint  is 
such  that  when  the  limb  is  extended  and  the  other  condyle  is 
intact,  and  the  forearm  is  put  in  the  proper  relation  to  the  arm, 
then  the  other  fractured  condyle  is  more  readily  put  in  place  and 
kept  BO,  according  to  my  idea;  and  yet  where  both  condyles  are 
fractured  I  have  found  a  trough  splint,  with  pad  anteriorly,  to 
be  more  satisfactory.  I  must  confess  that  I  have  Been  few  entirely 
perfect  joints  after  fracture.  There  is  always  some  catch  or 
hitch,  varying  in  degree,  for  months  afterward. 

S  Surg 
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I  do  not  believe  in  putting  these  fractures  up  in  plaster-of- 
Paris  and  leaving  it  for  some  days.     I  think  the  splints  ought 

to  be  taken  off  at  the  end  of  forty-eight  or  sixty  hours  and  the 
parts  examined  again,  because  the  Bwelling  is  bo  great  that  we 
cannot  apply  a  splint  sufficiently  firm  or  snug-fitting  to  Last  v.  ry 
long  when  the  swelling  begins  to  subside.     1  believe  in  movable 

splints  ami  frequent  examinations  in  the  early  part  of  the  treat- 
ment of  these  fractures.  I  do  not  hesitate,  after  four  or  five 
davs  or  a  week,  to  steady  the  fragments  upon  the  shaft  of  the 
hone  and  have  an  assistant  straighten  the  arm  out  gently,  to  see 
if  there  is  proper  gliding  movement,  independent  of  any  move- 
ment of  the  fragments.  Passive  motion  in  cases  of  anchylosis  is 
all  right  and  proper,  but  after  the  soreness  has  subsided  I  think 
the  patient  manages  that  better  for  himself. 

Dr.  Wilson  (closing  the  discussion). — In  my  paper  I  did  not 
include  compound  fractures,  but  simply  alluded  to  simple  frac- 
tures of  the  elbow-joint.  In  a  good  many  of  the  cases  there  is  a 
dislocation  accompanying  it,  but  not  in  all.  I  did  not  lay  much 
stress  on  the  carrying  function  of  the  arm.  I  think  this  will 
come  all  right  after  awhile.  If  we  can  see  the  patient  in  a  few 
minutes,  or  a  short  time  after  fracture  has  taken  place  put  the 
man  under  an  anaesthetic,  you  can  get  the  arm  in  good  position, 
and  a  bandage  and  dressing  will  help  in  a  great  measure  to  control 
the  swelling.  Sometimes  we  have  to  release  the  dressings  a  short 
time,  on  account  of  the  pain  they  produce,  and  redress  the  parts 
twice  in  twenty-four  hours.  But  by  using  an  anterior  splint,  if 
it  fits  properly,  in  putting  the  fragments  in  the  best  position 
possible  under  the  influence  of  an  anaesthetic,  no  matter  what 
position  that  is,  and  have  the  pasteboard  mould  so  as  to  cover  the 
posterior  and  sides  of  the  arm,  putting  it  up  over  the  temporary 
dressing,  letting  it  be  fixed,  and  as  soon  as  the  pasteboard  becomes 
dry  you  have  a  fixed  dressing.  The  patient  should  be  seen  daily, 
and  usually  you  can  judge  whether  or  not  the  dressing  should 
be  released.  After  three  or  four  or  five  days  you  can  lake 
off  the  dressing  and  examine  the  joints,  and  if  the  inflamma- 
tion and  swelling  have  subsided  you  can  again  anaesthetize  the 
patient,  use  a  roller,  as  I  like  best,  make  a  suitable  pad  of  gauze, 
let  it  cover  the  joint,  and  allow  the  anterior  splint  not  to  go 
beyond  the  condyles.  First  put  the  elbow  in  position  and  the 
fragments  so  as  to  give  the  least  deformity.     In  other  words, 
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get  the  best  possible  position  without  deformity;  then  you  can 
fit  the  splint  to  the  pad,  not  a  plaster-of-Paris  bandage,  but  a 
trough  made  of  gauze  or  cheesecloth,  heavy,  first  cut  out  by 
the  -Hind  arm  ;  lit  it  to  the  position.  If  yon  have  a  fracture  of 
the  arm,  let  it  go  up,  if  accessary,  under  the  axilla  and  beyond 
the  insertion  of  the  deltoid  and  come  down  and  support  the  hand. 
After  you  have  got  the  fragments  in  position  and  the  .-welling 
has  been  reduced,  and  the  patient  is  under  an  anaesthetic,  yon 
can  easily  find  out  if  the  fragments  are  in  position.  If  you  are 
satisfied  yon  put  the  dressing  on,  and  the  anterior  splint  should 
have  its  right  hinge,  except  I  prefer  it  to  come  down  a  little 
further  and  go  beyond  the  elbow,  as  it  holds  the  fragments  in 
place  better  than  any  bandage  you  apply.  If,  after  it  is  on  for 
a  little  while,  you  are  compelled  to  change  the  angle,  release  the 
outside  roller,  and  you  have  the  parts  held  in  position  by  the 
anterior  splint.  When  you  are  satisfied  you  have  proper  appo- 
sition, leave  it  there  until  it  is  time  to  take  it  off,  and  that  is 
usually  about  four  weeks.  After  this  I  take  off  the  permanent 
splint  and  thoroughly  examine  the  parts,  and  if  I  find  it  neces- 
sary I  commence  passive  motion,  use  it  daily  for  awhile,  in  the 
majority  of  cases,  until  I  can  get  the  patient  so  that  he  can  use 
his  arm  thoroughly  himself.  I  instruct  him  to  get  dumb-bells 
or  to  resort  to  other  gymnastic  exercises.  I  do  not  believe  in 
using  violent  motion  of  the  elbow-joint  under  any  consideration, 
for  the  reason  that  it  is  liable  to  light  up  an  inflammation  that 
will  give  trouble.  If  there  is  considerable  anchylosis  after  awhile, 
and  you  are  satisfied  a  fragment  is  in  the  way,  you  can  cut  down 
and  remove  a  condyle  and  epicondyle,  or  any  fragment  that  is 
in  the  way,  and  your  patient  will  have  a  good  joint.  Some  of 
the  cases  I  have  seen  have  gone  on  for  two  or  three  years  before 
they  got  pretty  good  use  of  the  joint.  I  remember  one  case  I  >aw 
that  had  very  little  deformity  of  the  joint,  but  some  anchylosis. 
After  three  years  he  got  good  use  of  the  joint,  and  I  do  not 
ought  ever  to  give  up  in  having  a  fairly  developed 
joint  if  we  treat  cases  properly  in  the  beginning. 


THE   USE  AND  ABUSE   OF   NORMAL   SALT 
SOLUTION. 


By  J.  Wesley  Bovbe,  M.D., 
Washington,  D.  C. 


Inasmuch  as  the  employment  of  normal  salt  solution  has 
become  so  universal,  has  proved  so  valuable,  and  has  been  to 
some  extent  abused,  we  have  felt  constrained  to  present  this 
paper,  hoping  by  it  to  induce  a  free  interchange  of  opinions 
on  the  subject. 

Definition.  The  term  uormal  salt  solution  has  been 
employed  interchangeably  with  artificial  serum.  It  has  been 
applied  to  various  compositions  of  the  constituent  elements  of 
the  blood  and  in  various  strengths,  some  containing  only  the 
salts  and  others  egg-albumin  as  well.  Recently  considerable 
discussion  has  occurred  in  medical  periodicals  relative  to  the 
proportion  of  this  chloride  in  the  blood,  and  some  confusion 
has  resulted.  According  to  Kirke's  Handbook  of  Pliysiology, 
in  1000  parts  of  blood  plasma  there  are  5.546  parts  of  sodium 
chloride — approximately  6  per  cent. — and  for  convenience 
we  will  define  it  as  a  6  per  cent,  solution  of  sodium  chloride 
in  distilled  water. 

History.  In  the  ancient  history  of  Egypt  blood  trans- 
fusion is  attested  by  divers  passages  of  ancient  authors  (Ovid, 
Erophile).  At  the  instance  of  his  mistress,  Medee,  Jason 
would  have  restored  youth  and  virility  to  the  old  Eson  by 
bleeding  from  the  jugular  vein  and  injecting  an  infusion  of 
aromatic  plants.  In  Vienna,  in  1656,  a  solution  of  opium  in 
sherry  wine  was  put  into  a  dog's  veins  successfully.  Blood 
transfusion  quickly  followed   this,  but,  finally,  it   became  a 
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panacea,  and  on  account  of  its  misuse  laws  prohibiting  its  use 
were  promulgated.  Again,  in  1777,  R  (gnaudot  recommended 
it  anew,  and  later  the  Baron  de  Percy,  James  Blnndell,  and, 
more  recently,  de  Belina,  practised  it  successfully.  From  the 
impracticability  of  mediate  transfusioo  of  blood  the  immedi- 
ate method  was  employed.  But  as  even  this  required  the 
convenience  of  some  willing  donor  of  the  human  family,  or 
the  presence  of  a  lower  animal  it,  too,  was  not  suitable  to  gen- 
eral work.  A  substitute  was  found  in  a  synthetical  prepara- 
tion containing  some  ingredients  of  the  blood-serum,  usually 
of  the  inorganic  salts,  with  or  without  albumin.  Thomas 
Latta,  inspired  by  the  chemical  researches  of  O'Shaughnessy, 
injected  salt  solution  into  the  veins  of  his  patients.  Dupuv- 
tren,  Magendie,  and  Gaspard  followed  him  in  this  plan.  In 
1855  cholera  was  treated  by  intravenous  infusion  of  salt  solu- 
tion. The  fluid  recommended  by  Little  for  use  in  the  treat- 
ment of  this  disease  was  composed  of  sodium  chloride,  50 
grains;  potassium  chloride,  3  grains;  sodium  sulphate  and 
sodium  carbonate,  of  each  2  grains,  and  water  1  pint.  Alco- 
hol was  added  to  these  preparations  in  some  instances.  The 
employment  of  normal  salt  solution,  its  field  of  usefulness 
broadening  as  well,  gradually  increased  up  to  about  1890. 
Since  then  its  application  has  rapidly  increased  until  to-day 
many  surgeons  use  it  almost  exclusively  for  wound  irriga- 
tions and  very  largely  in  other  fields,  while  physicians  tind 
its  efficacy  and  the  number  of  its  indications  constantly 
increasing.  S.  C.  Gordon,  of  Portland,  Maine,  says  he 
remembers  Prof.  E.  R.  Peaslee,  in  1855  to  1860,  was  accus- 
tomed, in  ovariotomy,  to  wash  his  hands,  to  cover  his  instru- 
ments, and  to  irrigate  the  abdominal  cavity  with  what  he 
called  artificial  serum,  which  was  composed  of  egg-albumin, 
sodium  chloride,  and  water,  in  the  proportions  in  which  they 
occur  in  the  blood.  In  1879  Bizzozzero  and  Golgi  injected 
it  into  the  peritoneal  cavity,  which  gave  some  brilliant  results, 
but,  on  the  whole,  became  unsatisfactory  and  was  abandoned. 
In  1888  Dastre  and  Loye  studied  its  <  (feet  on  the  general  physi- 
ology of  animals  and  recommended  it  in  infectious  diseas  s. 
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Comparison  of  Methods.  Its  introduction  into  the 
1)  >dy  for  changing  the  character  and  composition  of  the  bio  <1 

and  other  purposes  has  been  by  live  different  avenues,  viz., 
intravenous,  subcutaneous,  intraperitoneal,  rectal  enema,  and 
intra-arterial.  Each  of  these  is  said  to  have  its  special  indi- 
cations, which  will  be  considered  later.  The  nature  of  the 
individual  surgeon's  work  no  doubt  influences  his  preference 
as  to  route.  The  abdominal  surgeon  will  prefer  the  rectal, 
intraperitoneal,  and  subcutaneous;  emergency  surgeons  the 
intravenous  and  rectal ;  while  the  plastic  and  general  surgeon 
will  elect  the  rectal  and  subcutaneous  routes.  The  intrave- 
nous, while  most  rapid  and,  therefore,  most  applicable  to  the 
most  dangerous  cases,  is  in  itself  the  most  dangerous  (except 
the  intra-arterial),  as  referred  to  again  in  this  paper.  Nor 
is  it  always  quickest.  A  private  letter  from  a  prominent  sur- 
geon in  New  York  tells  of  his  vexation  in  an  important  case 
in  which  two  surgeons  were  thirty  minutes  in  getting  the 
solution  to  run  into  the  median  basilic  vein.  And,  too,  appa- 
ratuses specially  devised  for  this  method  are  generally  arranged 
for  practising  the  subcutaneous  method  until  the  intravenous 
cau  be  arranged.  We  believe  the  intra-arterial  route,  recom- 
meuded  by  Dawbarn,  should  never  be  used. 

Physiological  Action.  AVe  are  not  aware  that  the 
physiological  action  of  normal  salt  solution  has  been  elabo- 
rately studied  further  than  the  investigation  made  by  Dastre 
and  Love,  but  enough  for  practical  wrorking  is  known.  It 
increases  the  volume  of  the  blood  and  lessens  its  specific 
gravity.  This,  in  conjunction  with  its  stimulating  effect  on 
the  cardiac  ganglia  and  arteries,  accelerates  the  circulation  of 
the  blood.  By  increasing  the  volume  of  the  blood  it  increases 
the  arterial  tension,  and  thereby  increases  the  blood-supply  to 
the  heart  through  the  coronary  arteries.  It  stimulates  the 
nerve-centres,  sometimes  causing  marked  excitement,  even 
when  used  subcutaneously,  as  noted  by  Fourmeaux.  The 
skin,  kidney,  and  intestinal  functions  are  stimulated  mark- 
edly, and  other  organs  are  made  to  do  more  work.  Locally, 
it  does  not  coagulate  albuminous  fluids,  such  as  blood-serum, 
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but,  on  the  contrary,  dilutes  them,  thus  facilitating  their 
removal.  It  is  also  a  local  stimulant,  causing  contraction  of 
the  smaller  bloodvessels,  and  in  that  way  exerting  a  haemo- 
static action.  It  has  a  decided  stimulating  effect  on  osmosis, 
and  in  this  way  no  doubt  acts  to  a  considerable  extent  upon 
tin1  emunctories.  .Fourmeaux  and  other  French  investigators 
found  the  weight  of  the  spleen  in  tin?  lower  animals  much 
increased,  though  no  change  in  its  size  was  apparent.  This 
effect,  though  not  so  constant,  was  also  noticed   in   the  liver. 

According  to  Hayem,  Plouvicz,  and  Poiggale,  salt  solution 
augments  the  number  of  red  blood-corpuscles.  Fourmeaux 
has  also  demonstrated  this.  He  found  in  animals,  too,  the 
bone-marrow  was  more  fluid  after  its  use,  and  in  one  a  sub- 
arachnoid cerebral  oedema  after  ligating  both  ureters.  This 
same  author,  whose  thesis  on  this  subject  is  invaluable,  found 
that  in  the  rabbit  quantities  of  less  than  four  milligrammes 
to  the  kilogramme  of  the  animal's  weight  were  retained  in 
the  system. 

We  believe  its  effect  on  the  blood  and  glandular  system  is 
even  more  marked  than  physiologists  have  told.  Otherwise, 
how  explain  the  fact  that  blood  may  be  abstracted  from  a 
healthy  animal  up  to  one-nineteenth  its  weight  and  life  be 
restored  by  the  immediate  infusion  of  normal  salt  solution, 
while  such  a  result  does  not  follow  if  the  water  without  the 
salt  be  employed. 

ELIMINATION.  The  quantity  of  urine  is  remarkably  in- 
creased, being  often  four  times  the  usual  amount  during  the 
first  few  days  following  operation  and,  according  to  Yoit 
and  Rabuteau,  the  amount  of  urea  excreted  is  considerably 
mcreased.  The  amount  of  sodium  chloride  excreted  by  the 
kidneys  is  enormously  increased,  and  Fourmeaux  lias  noticed 
on  the  lips  of  puerperal  septic  women  that  had  received  large 
quantities  a  salty  taste  and  crystals  of  salt  for  some  days 
afterward.  The  reaction  of  the  perspiration  becomes  neutral 
and  loaded  with  sodium  chloride.  In  autopsies  made  shortlv 
after  large  quantities  of  normal  salt  solution  had  been  cm- 
ployed  hypodermaticaily,  considerable  quantities  of  thin  fluid, 
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rich  in  sodium  chloride,  have  been  found  in  the  intestine.  It 
has  also  been  noticed  that  in  patients  treated  by  large  quan- 
tities of  the  solution,  the  dosage  for  catharsis  has  been  mark- 
edly lessened.  So  that  it  may  be  said  to  leave  the  body  by 
the  skin,  kidneys,  lungs,  and  intestine,  and  in  the  order  named 
as  to  relative  quantity. 

Therapeutic  Uses.  As  previously  mentioned,  the  appli- 
cation of  this  solution  has  been  in  a  wide  and  varied  field.  In 
general  medicine  its  principal  use  has  been  in  diphtheria,  scar- 
latina, uraemia,  intestinal  hemorrhage  of  typhoid  fever,  per- 
foration of  typhoid  ulcers,  cholera,  cholera  morbus,  pneu- 
monia, diabetic  coma,  haemoptysis,  ulcerative  endocarditis, 
poisoning  by  carbon  monoxide,  by  mushrooms,  or  by  alcohol; 
lead  colic,  epilepsy,  tetanus,  toxaemia  from  colon  bacillus, 
arsenical  poisoning,  pyelitis,  renal  insufficiency,  and  numerous 
other  affections.  In  obstetrical  practice  sepsis,  post-partal 
hemorrhage,  and  eclampsia  are  the  conditions  that  have  been 
most  commonly  combated  with  it.  The  surgeon  has  found 
greater  use  for  it,  and  probably  90  per  cent,  of  the  amount 
used  is  by  surgeons.  They  employ  it  to  prevent  or  reduce 
shock  during  operation,  and  in  hemorrhage  and  sepsis.  It 
is  also  largely  used  in  shock  from  injury,  for  irrigation  during 
operations,  and  for  other  purposes  to  be  mentioned  later. 

When  the  blood  is  handicapped  by  the  various  poisons  of 
infectious  diseases  salt  solution  has  been  found  valuable  in  the 
way  of  "  lavage  "  to  carry  off  the  toxins,  and  by  the  increased 
temperature  following  its  use  the  production  of  antitoxins  is 
said  to  be  stimulated  (T.  F.  Eeilly1).  In  the  various  chem- 
ical poisons,  as  carbonyl,  lead,  alcohol,  and  even  mushrooms 
(Prentiss2),  it  is  used  in  combination  with  abstraction  of  blood. 
In  the  collapse  of  cholera  and  cholera  morbus  the  tissues  have 
been  drained  of  serum,  and  this  condition  is  ameliorated  by 
the  prompt  use  of  the  saline  infusion.  In  renal  insufficiency 
the  compensatory  emunctories  are  stimulated  to  greater 
activity,  and  it  has  been  noted  that  as  free  perspiration  occurs 

«  Medical  Record,  November  12, 1898. 
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the  renal  function  in  again  established.  In  uraemia  in  con- 
junction with  abstraction  of  blood,  as  recommended  some 
years  since  by  Van  Rensselaer,  of  Washington,  the  infusion 

of  normal  salt  solution  has  proved  to  be  very  successful. 

Grandin  has  used  it  in  uremia  in  enormous  quantities  by 
colon  irrigations  with  marked  success.  As  soon  as  intestinal 
hemorrhage  in  typhoid  fever  is  thought  to  have  ceased,  the 
use  of  the  solution  by  hypodermoclysis  is  strongly  advisable. 
The  danger  of  hypertension  of  bloodvessels  by  the  intra- 
venous infusion,  and  the  difficulty  in  properly  estimating  the 
amount  of  blood  loss  in  such  cases,  precludes  this  method  from 
employment  in  such  cases. 

In  puerperal  sepsis  it  has  met  with  tolerable  success,  though 
our  experience  has  been  unfavorable.  In  this  condition  it 
has  been  used  in  small  quantities  subcutaneously  and  fre- 
quently repeated,  and  by  the  plan  recommended  by  Pozzi,  of 
large  intravenous  infusions.  Hanks  and  Stimson  are  strong 
advocates  of  this  latter  procedure.  It  may  be  said  here  that 
this  remedy  is  not  intended  to  exclude  the  ordinary  means  of 
treatment,  but  as  a  powerful  adjuvant. 

In  post-partal  hemorrhage  is  found  one  of  the  greatest  indi- 
cations for  its  use.  In  puerpeal  eclampsia  brilliant  success  has 
attended  its  use  with  blood-letting.  J.  Whitridge  Williams 
has  adopted  the  practice  in  this  condition  of  abstracting  the 
better  part  of  a  pint  of  blood  and  injecting  subcutaneously 
double  the  amount  of  normal  salt  solution,  repeating  the  latter 
daily  until  the  urine  is  normal.  In  some  of  his  cases  chloro- 
form and  rapid  delivery  were  also  practised.  He  report-  (en 
successful  cases.  Jewett  has  successfully  employed  it  alone 
in  eclampsia. 

In  surgery,  shock,  hemorrhage,  and  sepsis  are  the  principal 
indications  for  its  use.  Its  greatest  influence  in  shock  is 
cised  if  employed  early.  If  shock  be  from  operation  infu- 
sion should  be  practised  on  the  table  in  grave  eases,  and 
immediately  after  operation  in  milder  ones.  1 1  en1  the  sub- 
cutaneous method  is  best,  but  the  rectal  way  is  especially 
valuable,  one  or  two  litres  being  easily  thrown  into  the  bowel, 
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cially  in  tin4  Trendelenburg  position,  and  if  the  tempera- 
ture be  from  115°  to  120°  F.  exerts  a  powerful  influence  in 
the  reduction  of  shock-.  For  hemorrhage  the  same- plan  of 
treatment  is  to  be  followed.  Severe  hemorrhage,  however, 
affords  about  the  only  indication  for  intravenous  infusion. 
In  our  abdominal  work  we  almost  invariably  leave  a  consid- 
erable quantity  (1  to  15  litres)  of  normal  salt  solution  in  the 
abdominal  cavity.  When  it  is  not  necessary  to  use  it  during 
the  operation,  this  plan  is  very  convenient  and  satisfactory. 
It  is  particularly  good  to  promote  urinary  excretion  and  to 
reduce  shock  by  its  intimate  and  prompt  contact  with  the 
abdominal  viscera.  Many  other  indications  for  its  use  are 
found  here.  "When  denuded  surfaces  are  left  in  the  pelvic 
cavity  a  small  amount  of  the  solution  floats  the  intestine  and 
prevents  its  coming  in  contact  for  adhesion  to  these  places. 
It  dissolves  the  exudate  on  such  surfaces,  and  in  that  way  pre- 
vents their  becoming  agglutinated  to  other  structures.  If  small 
foci  of  infectious  material,  blood-clots  or  ovarian  or  other 
fluids  have  escaped  the  eye  of  the  surgeon  it  dilutes  or  dis- 
solves them  and  lifts  them  up  into  the  general  peritoneal  cavity 
for  more  prompt  absorption.  It  prevents  formation  of  coag- 
ula  from  venous  oozing.  In  large  quantities  it  prevents  the 
collapse  incident  to  the  removal  of  large  tumors.  Its  stimu- 
lating action  ou  the  large  amount  of  bloodvessels  of  various 
sizes  in  the  abdominal  cavity  is  remarkable.  It  prevents 
the  almost  unquenchable  thirst  so  common  after  abdominal 
operations.  In  bleeding  fibroids  infusion  just  preceding 
operation  has  been  practised  successfully  by  Boldt  and 
others.  For  purposes  of  irrigation  in  general  surgery  it 
is  far  superior  to  sterile  water,  and  is  largely  used  for  this 
purpose. 

The  amount  to  be  used  in  the  veins  and  under  the  skin 
varies  from  a  few  hundred  cubic  centimetres  to  a  few  litres, 
according  to  the  condition  of  the  patient.  In  hemorrhage  an 
amount  should  be  used  in  divided  quantities  equal  to  the 
amount  of  blood  lost,  and  given  in  a  vein.  Or  if  subcutane- 
ously,  twice  that  amount  may  be  safely  employed.      Per  rcc- 
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turn  the  amount  may  be  practically  unlimited,  though  at  one 

injection  two  litres  is  sufficient. 

Contraindications  and  Abuses.  That  normal  salt 
solution  has  great  value  in  surgery  we  feel  our  experii  nee 
with  it  during  the  past  seven  years  has  fully  demonstrated. 
At  the  same  time,  judging  from  the  reports  of  experimenters, 
it  is  not  altogether  a  harmless  agent.  In  personal  letters  from 
forty  prominent  surgeons  of  this  country,  in  reply  to  my 
inquiry  concerning  the  evil  and  good  results  of  Its  employ- 
ment, not  one  mentioned  any  unpleasant  experience  with  it, 
and  most  of  them  said  they  knew  of  no  bad  results  from  its 
use. 

Some  writers,  however,  have  sounded  warnings  against  its 
use  in  such  blood  conditions  as  haBmophilia,  dyscrasias,  defi- 
cient fibrin,  etc.  It  would  seem  but  reasonable  that  such  a 
strong  stimulant,  coupled  with  its  dilatation  of  the  bloodves- 
sels when  used  in  large  quantities,  and  especially  when  thrown 
directly  into  them,  would  be  very  harmful  in  such  conditions 
of  the  circulatory  apparatus  as  myocarditis,  pericardial  effu- 
sion, atheroma,  arterio-selerosis,  cardiac  degeneration,  bad 
valvular  lesions,  thromboses,  and  recent  cerebral  apoplexies. 
Chronic  inflammatory  conditions  of  the  kidneys — sclerotic 
and  tubercular — are  apt  to  be  aggravated  by  it.  Chronic 
affections  of  the  liver  and  of  the  lungs  are  made  worse,  espe- 
cially if  malignant  in  nature.  Great  discretion  is  needed  in 
its  employment  in  many  conditions.  To  throw  into  the  cir- 
culation, either  directly  or  indirectly,  a  considerable  quantity 
of  salt  solution  during  active  hemorrhage  from  large  v 
would  be  not  unlike  enlarging  the  wound  in  the  vessel.  It 
would  be  forcing  the  blood  out  from  behind.  Were  prepara- 
tions being  made  for  laparotomy  for  ruptured  tubal  preg- 
nancy during  active  hemorrhage,  salt  solution  could  witli 
safety  be  used  hypodermatically,  provided  enough  blood  was 
yet  in  circulation  to  absorb  it.  And  this  would  be  a  wise  pro- 
cedure, as  the  vessels  would  be  soon  li gated,  and  augmentation 
of  the  volume  of  the  blood  would  immediately  begin,  pro- 
vided   the    injection    were   well    timed.       If    the    intravenous 


1*24    USB  AND  ABUSE  OF  NORMAL  salt  SOLUTION. 

route  m  re  -  Leoted  its  employment  could  not  be  before  the 
Is  were  ligated.  To  use  this  remedy  during  consolida- 
tion stages  of  pneumonia  is  to  overtax  the  circulation.  In 
ptysis  to  employ  it  during  active  hemorrhage  would  be, 
also,  to  encourage  increased  blood  loss,  while  to  inject  it  fre- 
quently and  in  small  quantities  under  the  skin  as  soon  as 
active  hemorrhage  has  ceased  is  to  rapidly  improve  the 
patient's  condition.  The  same  holds  good  in  all  active  hem- 
orrhages. Wiercinsky1  demonstrated  that  in  acute  anaemia 
from  hemorrhage  it  is  preferable  to  inject  100  to  300  c.c. 
many  times  than  large  quantities  at  once.  Its  use  should  he 
continued  until  normal  arterial  tension  has  been  reached. 
The  presence  of  toxins  in  the  system  has  been  found  to  retard 
the  elimination  of  normal  salt  solution,  and  for  that  reason 
small  quantities  only  should  be  given  at  a  time  and  as  often 
repeated  as  needed. 

To  inject  salt  solution  late  in  colon  bacillus  infection  is  to 
embarrass  the  circulation,  while  its  early  use  is  attended  with 
marked  success  (Bosc  and  Vedell). 

Precautions.  It  is  necessary  to  avoid  certain  accidents 
and  mistakes  in  employing  normal  salt  solution.  We  must 
know  the  solution  is  sterile  when  it  passes  into  the  patient  by 
any  route  other  than  the  rectal.  By  the  latter  we  cannot 
expect  to  be  absolutely  aseptic,  nor  is  it  necessary.  This 
aseptic  procedure  requires  aseptic  solution  to  be  placed  in  a 
sterile  vessel,  in  which  it  is  kept  in  the  same  condition.  The 
tube  and  needle  or  canula  through  which  it  passes  to  the 
patient  must  be  sterile.  The  skin  through  which  a  needle  is 
to  be  plugged,  or  an  incision  made  for  intravascular  infusion, 
must  be  rendered  aseptic  or  as  nearly  so  as  possible,  according 
to  the  haste  necessitated  by  the  indications  for  its  use.  We 
should  avoid  the  passage  of  air  into  the  tissues  or  vessels, 
though  some  experimenters  have  said  small  bubbles  do  no 
harm.  The  temperature  of  the  solution  when  it  reaches  the 
tissues  should  be  105°  to  120°  F.      This  is  important,  as  the 

I  Ccntralblatt  f.  Gyniikologie,  1889,  No.  41. 
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stimulating  properties  of  the  high  temperature  are  ne<  ded,  par- 
ticularly in  shock-,  renal  insufficiency,  uraemia,  eclampsia,  and 
sepsis,  as  the  skin  must  act  strongly  as  an  emunctory.    Chills 

following  shortly  injections  of  salt  solution  arc  harmful,  not- 
withstanding their  easy  correction  by  morphine  hypodermat- 
ieally  (Planks).  They  are  not  welcome  in  patients  of  such 
low  vitality  as  to  require  the  use  of  the  salt  solution.  We 
have  seen  hot  salt  solution  in  the  reservoir,  and  yd  owing  to 
some  obstruction  in  the  needle  or  flow  tube  it  was  cold  when 
it  reached  the  tissues.  Considerable  allowance  must  be  made 
for  fall  in  temperature  of  the  solution  in  passing  through  the 
tube.  This  may  be  overcome  by  placing  the  tube  in  a  dish 
of  hot  water  near  its  lower  end.  A  better  estimate  of  the 
rapidity  of  the  current  through  the  tube  is  to  be  had  when  a 
transparent  glass  tube  having  the  tame  calibre  as  the  rubber 
tube  is  inserted  a  safe  distance  into  the  divided  ends  of  a  sec- 
tion of  the  latter.  Probably  never  more  than  half  a  litre 
should  be  infused  in  one  place  in  the  cellular  tissue,  as  local 
necrosis  and  aseptic  inflammation,  as  results  of  overdistention 
of  the  tissue  spaces,  have  been  noted  by  Noble  and  others. 
Probably  this  would  not  occur  were  not  more  than  500  c.c. 
introduced  through  any  one  puncture.  The  rapidity  of  the 
inflow  of  the  solution  is  another  important  matter.  Broun, 
of  New  York,  has  noticed  pneumonia  follow  too  rapid  intra- 
venous injection  of  saline  solution.  Fourmeaux  noted  en- 
ment  of  the  spleen  and  liver,  with  marked  pain  in  the 
former,  and  pleural,  peritoneal,  and  subarachnoid  effusions 
have  been  reported.  Of  course,  much  hemorrhage  preceding 
it  would  hssen  these  dangers,  as  they  are  probably  due  to 
overdistention  of  the  circulatory  apparatus.  It  is  probable, 
as  a  rule,  that  one  ounce  per  minute  is  a  maximum  quantity 
that  can  be  safely  introduced  into  veins  or  subcutaneous  tis- 
sue. Many  alarming  symptoms  and  conditions  have  been 
observed  to  follow  the  use  of  n  >rma1  -alt  solution,  among 
them  being  pulmonary  oedema,  dyspnoea,  according  to  the 
degree  of  oedema,  headache,  vertigo,  Bpecks  floating  b  fore 
the  eyes,  somnolence  (probably  from   ventricular   oedema   or 
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cerebral  hyperaemia),  mental  excitement,  delirium,  hallucina- 

.  Be v ere  pain  in  the  left  side,  and  throbbing  in  the  neck. 
The  changes  in  the  spleen  and  liver  found  at  autopsies  have 
already  been  mentioned.  These  must  be  prevented  when  pos- 
sible and  combated  when  present.  The  tension  of  the  arte- 
ries is  the  criterion  as  to  the  amount  of  the  solution  to  be 
employed,  though  this  does  not  hold  good  in  sepsis.  In  shock 
and  hemorrhage  the  radial  pulse  is  usually  a  good  guide.  If 
these  points  are  considered  in  using  salt  solution  it  is  believed 
less  trouble  will  arise  from  it. 


DISCUSSION. 

Dr.  Joseph  Taber  Johnson,  of  Washington,  D.  C. — Mr. 
President:  Dr.  Bovee's  paper  was  a  revelation  to  me  in  many 
respects.  I  have  been  interested  in  the  normal  salt  solution  for 
some  time,  but  I  had  no  idea  that  it  had  such  a  wide  range  of 
usefulness.  I  do  not  know  much  about  its  abuse.  Undoubtedly 
it  has  been  improperly  used  in  some  cases  with  imsterilized 
instruments,  or  without  properly  sterilizing  the  location  where 
the  salt  solution  was  introduced.  In  this  way  local  abscesses 
have  been  sometimes  produced  by  its  improper  administration. 
It  has  been  my  custom  in  cases  of  abdominal  surgery,  where 
there  has  been  quite  an  area  of  raw  or  absorbing  surface  left 
after  the  enucleation  of  a  fibroid,  an  intraligamentous  cyst,  or 
a  large  ovarian  tumor,  to  leave  in  the  abdominal  cavity  any- 
where from  a  quart  to  a  gallon  of  the  salt  solution,  which  I  find 
has  an  excellent  effect  in  floating  the  intestines,  thus  keeping 
them  away  from  the  raw  surface  and  at  the  same  time  diluting 
any  fluids  which  may  be  left  in  the  abdominal  cavity.  This 
practically  performs  the  office  of  transfusion.  The  salt  solution 
lessens  very  materially  the  disagreeable  and  almost  unquenchable 
thirst  from  which  patients  suffer  for  a  longer  or  shorter  period 
after  an  abdominal  section.  For  these  purposes  I  have  used  the 
salt  solution  with  a  great  deal  of  satisfaction. 

In  one  instance,  a  short  time  ago— following  the  suggestion  of 
a  recent  writer,  in  a  case  of  puerperal  eclampsia,  where  the 
patient  was  suffering  from  uremic  poisoning,  wliirh  is  generally 
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the  cause  of  that  condition — for  the  first  time  in  my  life  I  ab- 
stracted a  considerable  quantity  of  blood,  which  was  supposed  to 
be  loaded  with  poison,  and  then  injected  by  hypodermoclysis  an 
equal  quantity  of  normal  salt  solution.  The  convulsions  con- 
tinued for  a  time,  and  we  bled  the  patient  agaiu  and  injected 
more  of  the  salt  solution,  the  argument  being  that  in  bleeding 
the  patient  we  got  rid  of  a  certain  amount  of  poison,  while  at 
the  same  time  we  diluted  the  rest  by  introducing  the  normal 
salt  solution  into  the  circulation.  She  recovered. 
<  I  used  it  on  another  occasion  where  there  was  considerable 
hemorrhage  after  the  removal  of  the  clamps  in  a  case  of  vaginal 
hysterectomy  for  cancer.  We  thought  the  patient  was  going  to 
die.  It  did  not  seem  possible  to  reach  up  and  seize  the  bleeding 
points,  or  find  them  even  with  clamps  from  below,  in  the  dark  and 
surrounded  by  so  many  very  important  structures,  especially  the 
ureters,  intestines,  etc.,  and  we  did  not  know  exactly  what  to  do. 
We  resorted  to  immediate  transfusion.  For  some  reason,  [do 
not  know  what,  the  hemorrhage  stopped  from  below,  and  in  half 
an  hour  the  woman  was  talking  about  her  condition.  On  two  or 
three  occasions  I  have  seen  the  normal  salt  solution  do  wonders 
— by  opening  a  vein  and  carrying  out  the  technique  of  its  admin- 
istration thoroughly.  It  seems  to  me  it  is  of  incalculable 
ance  to  us  in  operations  where  patients  are  likely  to  need  trans- 
fusion on  account  of  sudden  or  unexpected  hemorrhage.  It 
should  be  used  in  hospitals  and  in  clinics  particularly,  and  young 
graduates  and  internes  should  be  instructed  in  the  technique  of 
the  operation.  It  does  not  look  difficult  to  administer  the  nor- 
mal salt  solution,  but  I  have  seen  it  given  with  absolute  failure, 
in  that  the  physician  would  thrust  the  point  of  the  apparatus 
into  the  tissues  instead  of  into  the  vein.  In  one  case  in  which  it 
was  injected  into  the  vein  the  patient  came  near  dying  in  conse- 
quence of  the  admission  of  air,  and  it  seems  to  me  the  method  of 
its  administration  should  receive  more  attention  than  it  has  thus 
far.  Normal  salt  solution  is  certainly  a  valuable  adjuvant  in  our 
operations,  and  it  i<  going  to  be  used  a  great  deal  in  the  future. 
Dr.  George  II.  Noble,  of  Atlanta,  Ga. — I  am  satisfied  that 

normal  salt  solution  has  not  only  a  place  in  surgery,  but  in  gen- 
eral practice.  While  I  am  not  doing  general  practice, yet  I  have 
seen  many  instances  in  which  the  use  of  normal  salt  solution  has 
unquestionably  saved  life.     Eta  greatest  use  is  called  for  in  rapid 
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and  copious  hemorrhage,  and  intravenous  injection  lb  unques- 
tionably the  method  to  be  used.  Unfortunately,  the  vessels  are 
often  collapsed,  and  it  is  difficull  to  introduce  the  nozzle  of  the 
instrument  into  the  median  vein  because  it  may  be  reduced  to 
8ize  of  a  small  straw.  When  hemorrhage  has  not  been  rapid 
or  copious  the  solution  can  be  used  Bubcutaneously  with  good 
effect,  but  it  is  slow  in  its  action.  The  subcutaneous  injection  is 
best  used  as  a  preventive  measure.  By  intravenous  injection 
we  get  the  desired  results  at  once.  I  recall  a  patient  who  was 
dying  from  septic  infection,  and  it  was  only  intravenous  injec- 
tions of  normal  salt  solution  that  restored  consciousness  and 
saved  her  life.  Quite  recently,  in  a  case  of  acute  gastritis,  in 
which  there  was  evident  exhaustion,  the  patient's  life  was  saved 
by  the  subcutaneous  injection  of  two  or  three  pints  every  four 
hours.  I  should  say  that  three  or  four  quarts  in  twenty-four 
hours  filled  the  circulation  and  the  coronary  arteries,  and  in  this 
way  resulted  in  stimulation  of  the  heart.  In  cases  of  persistent 
nausea  and  vomiting  of  pregnancy,  where  the  patients  have  gone 
so  far  that  it  becomes  hazardous  to  evacuate  the  uterus,  material 
benefit  and  relief  from  this  procedure  may  be  obtained.  Occa- 
sionally, after  the  uterus  has  been  evacuated,  the  nausea  will 
continue  for  a  few  days,  and  unless  there  is  some  relief  the 
patient  will  die.  I  have  seen  patients  pull  through  such  an 
attack  after  the  administration  of  salt  solution. 

Dr.  F.  W.  Pakham,  of  New  Orleans,  La. — I  regret  very  much 
that  I  was  unable  to  hear  Dr.  Bovee's  paper.  I  desire  to  call 
attention  to  two  or  three  points  that  have  impressed  me  very 
much  during  a  considerable  experience  with  the  use  of  the  nor- 
mal salt  solution.  In  the  first  place,  I  refer  to  the  temperature 
of  the  solution,  believing  that  a  great  deal  depends  upon  it.  I 
have  recently  adopted,  with  great  satisfaction,  a  suggestion  made 
by  Dawbarn  to  use  the  solution  very  hot.  I  have  used  it  so  hot 
that  it  was  extremely  uncomfortable  to  the  back  of  my  hand.  I 
began  using  it  at  a  temperature  of  120°  F.  for  the  first  half-pint 
or  pint,  then  allowing  the  temperature  to  drop  to  115°  F.,  then 
infusing  a  number  of  pints  of  the  solution  at  a  temperature  of 
108°  or  109°  F.,  not  going  below  this.  I  have  found  that  in 
those  cases  in  which  I  have  used  the  salt  solution  at  the  tem- 
perature mentioned  there  has  not  been  any  chill.  Another 
point  I   lay  stress  upon   is  repeated  infusion.     I  recently  had  a 
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case  to  operate  upon  in  which  I  very  much  feared  I  would  be 
unable  to  complete  the  operation,  and  so  I  had  to  administer 
about  live  pints  of  the  solution  at  the  time  of  operation,  Leaving 
the  canula  in  the  vein;  and  the  next  morning,  finding  a  very 
much  depressed  pulse,  running  up  to  L 60,  and,  feeling  thai  the 
patient  would  die  in  the  course  of  a  few  hours,  I  infused  again 
four  pints,  making  a  gallon  or  more.  The  patient  quickly 
improved  alter  the  second  infusion,  and  ultimately  recovered. 
These  two  points  are  Important.  I  have  no  doubt  Dr.  Bovee  has 
gone  exhaustively  into  the  subject,  and  I  regret  not  having  been 
able  to  hear  his  paper. 

Dr.  A.  M.  Cabtledge,  of  Louisville,  Ky. — The  subject  has 
been  so  thoroughly  discussed  that  I  shall  have  very  little  to  say. 
We  all  appreciate  this  great  advance  since  the  introduction  of 
the  principles  of  antisepsis  and  asepsis  by  Lister.  AVe  all  admit 
the  value  of  normal  salt  solution  and  its  universal  application. 
Several  years  ago  I  had  occasion  to  remark  in  this  Association 
that  unquestionably  our  patients  were  dying  from  loss  of  blood, 
and  the  deaths  were  attributable  to  shock.  At  that  time  the 
subject  of  shock  was  uuder  discussion.  I  believe  that  is  tin  case 
at  the  present  time.  A  great  many  surgeons  are  not  fully  im- 
pressed with  the  advantages  of  the  normal  salt  solution  and  its 
more  universal  application.  I  would  like  to  insist  upon  the  fact 
that  I  do  not  think  a  surgeon  is  justified  in  doing  any  operation, 
whether  in  general  or  special  surgery,  without  being  prepared 
beforehand  to  administer  salt  solution,  if  necessary.  I  want  to 
say,  further,  that  I  am  still  firmly  convinced  that  people  through- 
out the  centuries  have  died  from  loss  of  blood,  and  not  shock,  in 
the  strict  sense  of  the  term,  and  that  when  a  man  or  woman  has 
bled  to  death  I  believe  death  was  attributed  to  shock. 

I  wish  to  call  attention  to  one  or  two  phases  of  this  practice. 
and  that  is  the  value  of  normal  salt  solution  as  a  diagnostic 
measure.  In  abdominal  surgery  we  frequently  have  a  pulse 
that  is  out  of  all  proportion  to  the  amount  of  blood  that  is  lost, 
particularly  in  so-called  neurotic  women.  The  pulse  i>  very 
rapid.  I  want  to  say  that  eight  or  ten  ounces  of  normal  salt 
solution  placed  under  the  breast  will  clear  up  the  diagnosis 
instantly.  A  nervous  pulse  is  not  influenced  by  it,  as  a  rule, 
but  a  pulse  which  is  the  result  of  the  loss  of  blood  will  immedi- 
ately come  up.  1  would  impress  upon  surgeons  in  ge 
3  ~irg  ;> 
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the  great  importance  of  always  being  prepared  to  use  normal 
salt  solution,  ami  by  so  doing  I  believe  there  will  be  as  many 

lives  saved  from   it   as  from   asepsis,  and   that   is  Baying  a  good 
deal. 

Dr.  Loui>  McLane  Tiffany,  <>t'  Baltimore,  Md. — What  Dr. 
Oartledge  has  said  is  eminently  true.  I  have  a  transfusion  appa- 
ratus which  is  hung  in  the  operating-room,  and  the  normal  salt 
solution  can  he  used  whenever  we  think  it  is  necessary  ;  but  it 
is  more  especially  in  septic  cases  that  I  wish  to  speak  of  its  use. 
Where  a  patient  is  dying  of  profound  sepsis,  with  a  pulse  of  160, 
the  eyes  sunken,  the  cheeks  white,  and  lips  dark,  the  pulse  falls 
from  160  to  120  after  the  injection  of  a  couple  of  litres  of  nor- 
mal salt  solution,  or  less  than  that,  even  ;  in  two  or  three  hours 
the  pulse  comes  up  again,  and  when  the  eyes  become  sunken, 
and  the  cheeks  get  pale,  then-  some  more  salt  solution  is  needed. 
The  advantage  of  bleeding  from  the  arm  and  putting  salt  solu- 
tion in  the  veins  is  probably  of  value.  Of  course,  it  has  yet  to 
be  proved  by  a  sufficient  number  of  cases,  but  the  drawing  of 
blood  from  the  arm,  to  be  at  once  followed  by  the  putting  of 
salt  solution  in  the  vein,  is  as  good  a  treatment  for  profound 
sepsis  as  one  can  undertake.  Unquestionably  it  produces  at  the 
time  very  extraordinary  results,  and  whether  the  improvement 
will  continue  remains  to  be  proved  by  reports  of  many  cases. 
At  present  I  am  of  the  belief  that  the  withdrawing  of  blood  by 
venesection  and  the  injection  of  normal  salt  solution  is  proper 
treatment  for  profound  sepsis. 

AY  here  a  septic  patient  has  for  a  considerable  time  been  mori- 
bund he  is  not  going  to  be  saved  by  any  medication  that  I  know 
of.  I  can  produce  no  reaction  in  such  a  patient  by  the  adminis- 
tration of  any  medicine  or  by  adopting  any  therapeutic  measure 
except  the  injection  of  salt  solution,  and  by  it  I  can  arouse  a 
patient.  Where  there  is  time,  give  it  under  the  skin.  Shortly 
after  injecting  the  salt  solution  in  such  cases  the  patient  brightens 
up  and  knows  what  is  going  on  about  him  ;  there  is  a  great 
change.  I  speak  particularly  of  the  use  of  salt  solution  in  those 
cases  that  have  fallen  under  my  observation  and  care  as  the 
secmel  of  an  appendicitis  rupture,  not  walled  off,  but  communi- 
cating with  the  general  peritoneal  cavity;  when  cloudy,  fecal- 
smelling  serum  fills  the  peritoneal  cavity,  and  those  cases  are 
often  rapidly  fatal ;  there  has  never  been  a  lump  in   the  right 
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iliac  fossa.     The  surgeon   opens  the  belly,  and   everything    is 
floating  in  cloudy,  fecal-smelling  serum.     In  thos  and  [ 

here  believe  I  am  not  in  accord  with  the  treatment  of  the  pi 
day)  I  do  not  irrigate  the  peritoneal  cavity.  I  have  not  done  it 
for  probably  two  or  three  years.  I  have  the  abdominal  walls 
raised  by  retractors,  for  under  anaesthesia  they  become  relaxed, 
and  I  wipe  out  with  clean  gauze  the  peritoneal  cavity  methodi- 
cally. Whether  up  under  the  liver,  in  the  neighborhood  of  the 
spleen,  or  down  in  the  pelvis,  I  scrub  my  patient's  peritoneal 
cavity — I  will  put  it  that  way.  I  do  not  find  it  necessary  to 
eviscerate,  and  I  do  not  irrigate.  Having  dried  the  peritoneal 
cavity  as  well  as  I  can,  I  fill  it  systematically  with  gauze  strips 
as  long  as  necessary,  the  ends  of  the  strips  protruding  through 
the  abdominal  incision.  In  one  case  there  were  seventy-two 
strips  in  my  patient's  belly.  If  such  a  patient  does  not  die  in 
five  or  six  hours,  not  only  will  those  strips  of  gauze  be  wet  with 
ill-smelling  serum,  but  the  bed  will  be  wet.  In  other  words,  the 
patient  drains  the  serum  from  his  peritoneal  cavity.  He  washes 
himself  out,  or  the  woman  does,  as  the  case  may  be.  The  peri- 
toneal membrane  is  no  longer  an  absorbing  membrane ;  it  is  a 
pouring-out  membrane.  It  irrigates  itself.  Use,  then,  salt  solu- 
tion, and  what  you  put  into  a  man's  veins  comes  out  through  his 
peritoneum  and  through  the  gauze,  and  cleans  his  peritoneal 
cavity. 

Dr.  Howard  A.  Kelly,  of  Baltimore,  Md. — I  also  think 
that  among  the  adjuvants  of  use  in  gynecological  operations 
and  during  convalescence  normal  salt  solution  must  be  Lriven  an 
important  position.  It  has  a  very  valuable  place  in  our  opera- 
tive work,  and  it  is  useful  in  a  number  of  diverse  condition-.  I 
invariably,  after  an  abdominal  operation  of  whatever  nature, 
simple  or  complicated,  give  as  an  enema  a  quart  of  saline  Bolu- 
tion,  the  buttocks  of  the  patient  being  elevated  to  an  angle  of 
thirty-five  degrees,  to  facilitate  it-  retention.  If  the  patient  is 
in  a  condition  of  -hock  I  give  with  it  some  stimulant,  such  as 
carbonate  of  ammonium  or  brandy.     We  have  noticed  since  we 

this  procedure  a  remarkable  disappearance  of  the  disl 
ing  thirst   following  operation.      This  is  shown  in  an  :■ 
manner  by  a  chart    I    have   had  constructed,  in  which  a  number 
are  taken   and  a  composite  picture  drawn  from  them. 
From   this   chart    it    i-   seen    that   t1  —ion  in  amount  of 
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urinary  secretion,  seen  for  many  days  after  operation  where  do 

salt  solution  or  enema  has  been  given,  is  almost  entirely  absent 
in  tin  in  which  it  has  been  used. 

I  use  the  salt  solution  in  cleansing  the  abdominal  cavity  of 
any  septic  material  that  may  have  escaped  in  washing  out  the 
pelvis.  For  instance,  if  there  has  been  a  ruptured  abscess  and 
a  microscopical  examination  of  the  pus  shows  that  there  are 
micro-orpmisnis  in  it,  I  use  the  salt  solution.  In  those  cases 
where  an  abscess  has  ruptured  and  some  of  its  contents  has 
escaped  into  the  peritoneal  cavity,  and  there  is  reason  to  believe 
that  the  pus  is  virulent,  where  there  is  some  slight  contamina- 
tion of  the  peritoneum,  but  no  evidence  of  peritonitis  at  the  time 
of  operation,  I  try  to  dilute  the  septic  material  as  much  as  pos- 
sible by  the  saline  solution,  in  order  that  it  may  be  taken  up  by 
the  lymphatics.     Its  use  is  valuable  in  such  cases. 

I  am  very  emphatic  in  the  belief  that  it  is  a  serious  mistake  to 
use  the  solution  in  a  case  of  active  peritonitis  where  the  absorbing 
power  of  the  peritoneum  is  impaired.  I  remember  three  years 
ago  putting  a  pint  of  the  saline  solution  into  the  peritoneal  cavity 
in  a  case  of  this  kind,  and  death  ensued.  The  saline  solution  in 
the  presence  of  active  peritonitis  is  not  taken  up.  It  also  ought 
not  to  be  used  in  the  peritoneal  cavity  where  a  gauze  drain  has 
been  inserted,  owing  to  the  fact  that  the  gauze  plug  may  dam 
the  saline  solution  back,  and  there  is  always  more  or  less  inter- 
ference with  the  absorptive  power  of  the  peritoneum  in  these 
cases. 

In  cases  of  hemorrhage  I  give  sterile  normal  salt  solution  under 
the  breast  in  women,  administering  a  pint  or  two  pints,  according 
to  the  needs  of  the  case.  About  live  years  ago  I  injected  saline 
solution  into  the  arteries  of  a  young  woman  who  had  puerperal 
hemorrhage,  with  the  very  definite  result  of  saving  her  life.  I 
have  used  it  in  a  number  of  cases  in  clinics,  and  in  cases  of  ex- 
treme hemorrhage  from  extra-uterine  pregnancy,  where  the  pa- 
tient showed  signs  of  collapse  and  we  were  afraid  she  would  die  on 
the  table.  In  one  case  in  which  I  gave  intra-arterial  infusions 
in  the  brachial  artery  against  the  current,  a  dry  gangrene  of  the 
hand  ensued,  necessitating  amputation  at  the  wrist-joint,  I  have 
never  used  intra-arterial  injections  since  that  time ;  and  intra- 
venous injections  I  have  also  given  up,  because  I  find  the  saline 
solution  is  absorbed  so  rapidly  from  under  the  breast  that  it  leaves 
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nothing  to  be  desired.  I  would  give  it  in  the  following  manner: 
The  needle  should  be  about  four  inches  long,  and  as  larg 
fine  knitting-needle,  bevelled  off  and  sharpened  at  the  point,  with 
a  little  head  on  it  to  enable  one  to  slip  over  it  the  end  of  a  piece 
of  tubing  which  has  a  funnel  at  its  other  end.  This  [g  really 
all  that  is  absolutely  necessary.  Von  take  a  little  bistoury,  punc- 
ture the  skin,  and  thrust  the  needle  under  the  breast ;  you  inject 
the  salt  solution  slowly,  taking  about  ten  or  fifteen  minutes  to  do 
it,  in  which  case  it  is  absorbed  as  rapidly  as  you  inject  it.  Before 
the  patient  leaves  the  room  the  breast  is  tense  and  firm,  and  feels 
like  a  phlegmon;  later  the  Bwelling  goes  down  and  the  breast 
becomes  soft.  There  is  an  advantage  in  administering  the  saline 
solution  slowly,  in  that  you  can  give  more  under  one  breast  ;  if 
jary,  two  men  can  be  put  to  work,  giving  it  under  both 
breasts. 

With  reference  to  the  remarks  made  by  Dr.  Tiffany  in  regard 
to  sepsis,  the  normal  salt  solution  can  be  given  with  great  benefit 
at  intervals  of  from  four  to  six  or  eight  hours,  giving  a  pint  in 
the  cellular  tissue. 

With  reference  to  his  remarks  on  irrigation,  I  irrigate  in  cases 
of  appendicitis  with  perforation,  and  I  have  just  had  an  instru- 
ment made  which  I  think  is  quite  satisfactory.  I  do  not  like 
evisceration  any  more  than  Dr.  Tiffany  does,  and  I  would  not 
attempt  it  unless  it  were  in  sthenic  cases  caught  at  the  first. 
Take  a  patient  with  a  pulse  very  much  accelerated  from  general 
peritonitis,  and  she  is  going  to  die  if  we  take  out  the  intestines 
and  expose  them  long.  In  those  cases  I  use  a  glass  tube  about 
the  size  I  see  here,  and  carry  it  to  all  parts  of  the  abdominal 
cavity  through  my  lateral  incision.  In  a  case  I  had  last  week 
fully  a  pint  of  pus  was  removed  by  irrigation  from  the  original 
focus  down  in  the  pelvis.  When  the  irrigating  nozzle  was  carried 
under  the  liver  the  fluid  began  at  once  to  become  milky,  showing 
that  there  was  an  accumulation  of  pus  there  also.  After  thor- 
oughly irrigating  the  peritoneal  cavity  until  the  fluid  came  away 
char.  I  cut  down  in  both  flanks,  put  an  extremely  large  gauze 
drain  in  either  flank,  and  in  the  median  line  down  into  the  pelvis. 
This  was  done  in  a  male  patient.      In   the  a  woman    the 

pelvic  drain  is  to  be  brought  down  into  the  vagina. 

Dr.  Lewis  8.  McMurtry,  of  Louisville,  Ky. — The  use  of 

normal  Bait  BolutiOD  is  becoming  BO  universal  that  it  is  not  limited 
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to  surgery,  but  it  is  also  used  by  physicians  in  the  treatment  of 

hemorrhages  of  various  character  that  occur  in  the  course  of  acute 
or  chronic  dig  i  that  in  a  discussion  like  this  certain    inci- 

dental points  connected  with  the  use  of  this  method  should 
receive  attention.  I  desire  for  a  moment  to  direct  the  attention 
of  the  Association,  first,  to  the  importance  of  thorough  steriliza- 
tion of  the  solution  before  its  use  and  of  everything  that  is  em- 
ployed in  connection  with  it.  In  a  discussion  on  this  subject  in 
a  local  medical  society  one  of  our  surgeons  was  opposed  to  the 
use  of  normal  salt  solution  on  account  of  numerous  phlegmons 
that  had  been  made  in  administering  it  underneath  the  brea<t. 
This  is  due  to  imperfect  cleansing  of  the  skin  or  to  imperfect 
sterilization  of  the  needle  used  in  injecting  the  solution.  If  the 
normal  salt  solution  is  prepared  in  large  quantity,  kept  in  the 
operating-room,  and  a  certain  proportion  of  the  saturated  solu- 
tion added  to  a  certain  amount  of  water,  it  can  be  used  in  cases 
of  emergency,  or  in  cases  of  great  danger  from  sepsis,  as  has 
been  suggested  by  one  of  the  previous  speakers,  with  great  ad- 
vantage and  effect.  The  solution  should  always  be  made  in 
advance  of  the  operation,  and  all  of  the  apparatus  used  in  con- 
nection with  it  ought  to  be  rendered  sterile  beforehand,  and  when 
the  solution  is  used  it  ought  not  to  be  used  hastily  by  some  one 
unfamiliar  with  it.  There  should  be  some  one  beside  the  opera- 
tor to  administer  it  carefully.  The  solution  ought  to  be  made 
fresh  for  every  operation,  and  the  apparatus  for  injecting  it  should 
be  previously  carefully  prepared. 

I  want  to  call  attention  to  one  difficulty  which  experience  will 
show,  and  that  is  in  cases  of  extreme  hemorrhage  there  is  con- 
siderable difficulty  experienced  in  finding  the  superficial  veins  to 
introduce  the  canula  in  order  to  effect  direct  venous  transfusion. 
If  you  try  this,  for  the  first  time,  in  a  patient  who  has  been  very 
profoundly  exsanguinated  by  quick  hemorrhage,  you  will  find 
that  when  you  search  for  the  superficial  veins  at  the  flexure  of 
the  forearm  upon  the  arm,  you  will  be  unable  to  find  them,  and 
it  will  be  necessary  to  seek  some  larger  vein.  In  emergency 
cases  the  patient's  life  is  in  great  jeopardy,  and  the  surgeon 
should  be  prepared  to  make  intravenous  transfusion. 

In  cases  of  extra-uterine  pregnancy  exhausted  by  hemorrhage 
it  is  an  excellent  plan  to  use  normal  salt  solution   before  the 
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operation  is  begun  by  injecting  a  quantity  of  it  where  it  would 
be  thoroughly  absorbed. 

Dr.  Tiffany  has  introduced  a  very  interesting  subject  in  con- 
nection with  the  topic  under  discussion,  and  that  is  in  regard  to 
the  subject  so  closely  allied  to  this  of  cleansing  the  peritoneal 
cavity,  and  it  has  been  touched  upon  by  Dr.  Kelly  in  his  remarks. 
I  think  there  is  a  tendency  to  be  too  much  afraid  of  irrigation. 
Whenever  we  find  that  we  have  gone  to  an  extreme  in  any  one 
detail  of  practice,  immediately  the  tendency  is  to  commit  an 
error  by  running  the  risk  of  going  to  another  extreme  that  may 
be  erroneous.  It  has  been  my  practice  to  use  drainage  and  irri- 
gation thoroughly  in  operations  in  the  abdominal  cavity,  and  to 
use  normal  salt  solution  for  cleansing  purposes.  For  example, 
in  the  case  of  large  ovarian  cysts  full  of  gelatinous  material,  if 
rupture  occurs  and  the  peritoneum  is  soiled  by  the  contents  of 
the  cysts,  we  find  that  the  salt  solution  will  wash  out  this  gela- 
tinous material  far  more  readily  than  water  will,  and  its  range  of 
application  there  is  very  valuable.  I  have  not  seen  any  harm 
come  from  washing  the  peritoneal  cavity  with  it.  When  one's 
operative  skill  increases,  and  particularly  his  manipulative  skill, 
so  that  he  knows  how  to  enucleate  pus  tubes  without  rupturing 
them,  so  that  he  knows  how  to  loosen  visceral  attachments  to 
suppurative  cysts  without  letting  the  pus  run  all  over  the  perito- 
neum, he  will  have  far  less  need  of  irrigation  than  in  his  early 
experience.  Consequently,  I  do  not  drain  as  much  as  I  did  in 
my  previous  operative  work  ;  but  I  am  not  at  all  prepared  to  say 
that  irrigation  of  the  peritoneal  cavity,  carefully  done,  doe-  any 
harm. 

There  is  another  subject  that  has  beeu  introduced,  and  to  which 
I  should  like  to  direct  attention,  and  that  is'  in  regard  to  gauze 
drainage.  We  need  more  radically  to  change  our  practice  in 
regard  to  gauze  drainage  than  any  other  feature  of  abdominal  or 
pelvic  surgery.  Drainage  by  gauze  is  exceedingly  imperfect.  It 
drains  serum  only  for  a  limited  time,  and  as  a  method  of  drain- 
age it  is  not  comparable  with  tubular  drainage. 

Dr.  George  A.  Baxter,  of  Chattanooga, Tenn. — The  use  of 

intravenous    injections    of    normal    salt    solution    cannot    be    too 

highly  commended  in  abdominal  or  gynecological  cases.     Bui 

there  is  a  large  held    for  its  US€  in  BUTgery  independent  o(   those, 
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particularly  in  emergency  Burgery,  where  there  is  great  loss  of 
blood,  and  this  method  may  become  Impossible,  so  that  the  Bur- 
geon is  driven  to  other  methods  of  restoring  the  fulness  of  the 

circulation  and  keeping  up  the  heart's  action  until  an  operation 
can  be  done  for  the  purpose  of  restoring  the  patient.  In  such 
cases  unquestionably  the  rectum  affords  the  best  opportunity  for 
the  use  of  the  salt  solution,  and  it  has  been  my  observation  that 
the  rectum  in  cases  of  extreme  exsanguination  in  surgical  cases 
will  take  up  water  as  rapidly  as  a  sponge.  I  recall  to  mind  a 
case  that  I  believed  was  dying  on  the  table  from  amputation 
near  the  hip-joint,  the  patient  being  restored  so  that  the  opera- 
tion could  be  completed  immediately  afterward  within  a  few 
minutes  by  the  rectal  injection  of  hot  water.  This  case  was  one 
of  severe  hemorrhage,  and  the  patient  was  greatly  exsanguinated 
from  prolonged  disease  preceding  the  time  of  operation.  While 
I  commend  in  every  respect  the  two  methods  of  intravenous  and 
cellular  injections  as  preferable,  perhaps,  to  the  rectum,  I  would 
lay  stress  upon  the  preparation  of  enemas  of  hot  water  for  the 
purpose  of  restoring  the  circulation  in  those  cases  of  extreme 
exsanguination  in  emergency  surgery.  There  is  no  question  but 
that  in  such  cases  absorption  is  much  more  rapid  than  it  would 
be  under  ordinary  conditions,  and  it  is  my  practice  where  much 
blood  has  been  lost  to  carry  two  syringes  in  my  ordinary  emer- 
gency bag,  and  if  the  pulse  indicates  extreme  exsanguination  and 
operative  procedure  has  to  be  deferred,  I  inject  the  rectum  with 
hot  water,  having  in  view  two  objects  :  restoration  from  shock  and 
the  filling  of  the  arteries. 

Dr.  F.  W.  McRae,  of  Atlanta,  Ga. — I  desire  to  refer  to  one 
point  in  connection  with  this  subject  that  has  not  been  men- 
tioned, and  that  is  the  use  of  the  normal  salt  solution  in  hemor- 
rhages that  have  not  been  stopped  ;  where  the  bloodvessels  cannot 
be  gotten  at,  the  intravenous  injection  of  normal  salt  solution  is 
dangerous.  Several  years  ago  I  had  a  young  man  who  was  bleed- 
ing to  death  from  a  typhoid  ulcer.  He  was  transfused  with  nor- 
mal salt  solution,  but  died  suddenly  during  the  transfusion,  very 
much  sooner  than  he  would  have  done  without  the  operation,  I 
am  sure.  When  the  vessels  are  bleeding  and  cannot  be  gotten 
at  and  stopped,  the  intravenous  injection  or  transfusion  of  salt 
solution  is  a  source  of  danger,  because  it  still  further  dilutes  the 
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blood   and  causes  greater   loss  of   blood   than   would    otherwise 
occur. 
Dr.  George  s.  Brown,  of  Birmingham,  Ala. — I  have  used 

normal  salt  solution  in  a  variety  of  cases  not  mentioned  thus  Car 
in  the  discussion,  and  in  the  last  three  years  I  have  nsed  it  prob- 
ably three  hundred  times  in  fifty  cases,  most  of  them  being  sur- 
gical cases.  I  have  never  seen  a  single  inflammatory  condition 
in  the  three  hundred  punctures.  I  have  imitated  the  plan  of 
Dr.  Kelly  in  keeping  it  in  the  operating-room  in  a  sterilized  con- 
dition and  sterilizing  it  immediately  again  before  using  it,  because 
it  has  to  be  hot.  The  puncture  made  by  the  needle  is  a  big  item 
to  the  patient.  I  have  put  as  much  as  two  quarts  in  one  punc- 
ture, allowing  a  part  of  it  to  become  absorbed,  then  putting  in 
more.  The  amount  which  one  can  put  in  one  place  seems  to  be 
almost  limitless  and  harmless.  I  have  seen  two  cases  of  pneu- 
monia at  the  crisis  and  two  cases  of  cholera  infantum  in  the  prac- 
tice of  my  associate,  pulseless  at  the  wrist,  all  of  which  reacted 
promptly  to  normal  salt  solution,  and  it  leaves  no  doubt  in  my 
mind  as  to  its  wonderful  stimulating  effect. 

I  think  its  greatest  use,  as  Dr.  Tiffany  has  said,  is  in  septic 
cases,  hemorrhagic  conditions,  etc.  I  have  seen  one  acute  hem- 
orrhage in  which  we  used  it.  This  was  a  case  of  hemorrhage 
from  the  removal  of  a  stone  from  the  kidney.  I  have  used  it  in 
septic  cases  several  times,  and  many  of  the  patients  were  main- 
tained for  a  week  or  two  at  a  time.  One  of  them  was  a  ci 
gunshot  wound  of  the  lung  in  a  fat  man.  The  bullet  could  not 
be  found.  An  abscess  had  formed,  which  could  not  be  located, 
and  I  merely  made  an  opening  in  the  pleural  cavity  with  the 
hope  that  it  would  finally  drain,  which  it  did  at  the  end  of  a 
week,  and  the  man  recovered.  This  man  would  take  two  or 
three  gallons  of  the  normal  salt  solution  a  day,  and  would  sweat 
profusely  afterward.  I  have  been  a  little  disappointed  in  regard 
to  its  use  in  railroad  injuries,  in  that  it  does  not  seem  to  combat 
shock  like  it  does  hemorrhage  and  sepsis.  I  have  had  a  number 
of  cases  of  crushed  legs  in  which  there  was  considerable  shock, 
and  the  normal  salt  solution  in  those  cases  seemed  to  have  no 
effect. 

The  only  abuse  of   it  that  I  can  imagine  has  been  pointed  out 
by  Dr.  McRae,  namely,  using  it  while   hemorhagre   is  going  on. 
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My  associate  recently  had  two  cases  of  hemorrhage  from  typhoid 
fever  in  which  he  wisely  refrained  from  using  it,  and  I  believe 
ssayisf  mentions  that  in  cases  of  hemorrhage  from  ectopic 
pregnancy  it  would  be  unwise  to  use  it. 

Dr.  Bovee  (closing  the  discussion). — I  read  the  paper  to  bring 
out  a  discussion,  and  I  am  very  glad  to  see  that  we  have  had  a  free 
discussion  on  the  subject.  I  have  no  additional  facts  to  add  to 
what  I  have  already  said. 


THE  CONSERVATIVE   TREATMENT   OF  THE 
DISEASED  OVARY. 

I'.v  Joseph  Tabeb  Johnson,  M.D., 
Washington,  I).  C. 


The  difference  between  the  radical  and  conservative  treat- 
ment of  the  diseased  ovary  is  somewhat  difficult  to  define, 
inasmuch  as  the  most  radical  treatment  under  some  circum- 
stances is  really  the  most  conservative  ;  while  in  other  cases, 
to  conserve  the  best  interests  of  some  particular  diseased 
ovary  requires  the  most  radical  surgery.  In  other  words, 
then,  circumstances  may  present  where  the  most  conservative 
treatment  would  be  the  most  radical,  and  vice  versa. 

In  the  early  part  of  the  present  decade  quite  a  conservative 
wavelet  swept  over  the  country,  and  considerable  harm  was 
done  to  pelvic  and  abdominal  surgery  in  the  mild  and  gentle 
name  of  conservatism.  Incomplete  conservative  operations 
were  done,  some  of  which  had  to  be  completed  later  on  by 
radical  operations. 

Some  of  the  men  who  claimed  to  be  the  most  conservative, 
and  attracted  the  timid  doctors  and  frightened  patients,  were 
actually  removing  more  ovaries  and  tubes  than  many  of  their 
so-called  radical  friends.  Much  credit  has  been  claimed  for 
Baving  a  part  or  the  whole  of  one  ovary  and  tube  when  only 
a  simple  catarrhal  salpingitis  existed,  by  an  operator  p 
before  the  profession  and  community  as  a  conservative,  when 
the  surgeon  designated  a  dangerous  radical,  to  be  avoided, 
would  actually  not  have  operated  at  all,  and  would  probably 
have  cured  his  patients  by  other  mean-. 

In  some  instance-   real,  genuine,  iful   and   beneficial 

conservatism  was  practised  with  lasting  beneficial  results,  but 
not  always  from  the  highest  and  purest  motiv 
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And,  again,  it  is  feared  that  actual  radicalism  has  success- 
fully masqueraded  in  the  name  and  guise  of  conservatism,  to 
the  injury  of  the  trusting  patient  and  the  discredit  of  good 
surgery  ;  hut  let  us  hope  these  instances  have  been  few  and 
far  between 

With  the  wonderful  improvements  in  abdominal  surgery 
within  this  generation  more  and  more  has  been  learned  in 
regard  to  the  toleration  of  the  peritoneum. 

Former  fears  of  opening  and  manipulating  within  its  cavity 
have  well  nigh  disappeared,  so  that  now  the  chief  objection  in 
the  minds  of  many  to  an  abdominal  section  has  come  to  be,  not 
so  much  from  what  is  done  within  the  abdominal  cavity,  but 
as  to  how  it  is  to  be  closed  when  the  operation  is  finished,  so 
as  to  prevent  the  occurrence  of  ventral  hernia.  Thomas 
Addis  Emmet  said,  two  decades  ago,  that  the  danger  in  abdom- 
inal surgery  wras  not  so  much  from  what  wTas  taken  out  of  the 
peritoneal  cavity  as  from  that  which  was  introduced  into  it 
during  an  operation. 

But  nowadays,  instead  of  spending  valuable  time  in  spong- 
ing out  every  drop  of  blood,  or  other  fluids,  or  putting  in  a 
drainage-tube,  we  frequently  flood  the  cavity  with  quarts  of 
normal  salt  solution,  thus  diluting  and  spreading  the  residual 
fluids  over  a  greater  area  of  absorbing  surface,  warming  up  the 
somewhat  cooled  abdominal  viscera,  floating  the  intestines 
away  from  any  overlooked  raw  surfaces,  while  at  the  same 
time  we  are  performing  an  actual  transfusion. 

So  much  has  been  learned  by  accumulating  experiences  as 
the  domain  of  the  gynecologist  has  undergone  so  much  "  ex- 
pansion," to  borrow  a  term  which  has  acquired  a  new  signifi- 
cance in  the  recent  history  of  our  country,  that  real  conser- 
vatism is  gradually  gaining  ground  over  real  radicalism  to 
such  an  extent  that  he  who  presents  ovaries  and  tubes  or  a 
fibroid  uterus  in  a  modern,  up-to-date  medical  society,  has  to 
state  very  good  reasons  why  he  sacrificed  these  important 
organs  in  their  entirety,  to  escape  criticism  and,  possibly, 
censure. 

Craniotomy  has  been  almost  entirely  displaced  by  the  more 
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scientific,  humane,  and  conservative,  improved  Cesarean  Bec- 
tion.  This  was  not  the  ease  as  long  as  it  could  be  said  that  a 
successful  Cesarean  section  had  not  been  performed  in  the 
great  lying-in  hospital  in  Vienna  for  a  period  of  one  hundred 
years.  When  the  accumulated  evidence  proved  the  conserva- 
tive operation  showed  better  and  more  humane  results,  the 
more  radical  and  sacrificial  operation  was  relegated  to  the 
back  seat  of  necessity,  while  the  Csesarean  section  became  the 
operation  of  election. 

Xot  fifty  years  ago  the  mortality  attending  the  removal  of 
fibroid  tumors  of  the  uterus  was  so  great  that  few  operators 
attempted  its  performance.  At  the  present  time,  however,  it 
is  most  gratifying  to  be  able  to  state  that  in  the  gradual 
evolution  of  supravaginal  and  panhysterectomy  the  former 
frightful  mortality  has  been  reduced  in  good  hands,  and  in  a 
surgically  clean  environment,  to  the  same,  or  even  better, 
average  results  than  its  sister  operation  of  ovariotomy. 

And  yet  the  more  conservative  surgical  procedure  known  as 
myomectomy  we  are  now  declaring  is  the  ideal  operation  of  the 
future.  By  one  method  the  uterus  and  ovaries  are  sacrificed  ; 
the  woman  goes  through  life  "a  mutilated  and  blighted 
being,"  thinking  that  she  has  paid  a  great  price  for  her  life 
and  freedom  from  the  pains  and  hemorrhages  produced  by 
her  tumor. 

By  the  more  conservative  method  she  is  also  freed  from  the 
burdens  of  her  tumor,  but  at  the  same  time  she  rejoic 
the  possession  of  her  essential  female  organs.  She  ha-  not 
actually  undergone  any  mutilation,  nothing  has  been  removed 
Which  makes  her  different  from  other  women.  Tiie  tumor  is 
gone,  and  that  is  all,  unless  some  other  part  was  bo  difl 
as  to  require  removal  also.  Since  Battey  suggested  normal 
ovariotomy  for  the  relief  of  many  of  the  uncontrollable  ner- 
vous and  painful  symptoms  accompanying  the  menstrual 
molimen,  in  1872,  and  Lawson  Tait  in  the  same  year,  the 
removal  of  the  uterine  appendages  for  chronic  inflammatory 
and  suppurative  di  ir,  in  Ger- 

many, about  the  same  time,  recommended  the  complete  re- 
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moval  of  the  ovaries  and  tubes  for  arresting  the  growth  and 
hemorrhages  of  fibroid  tumors  of  the  uterus,  many  of  these 
important  and  special  organs  of  sex  in  the  female  have  been 
sacrificed,  which  accumulating  experience  and  the  improve- 
ments in  abdominal  surgery  now  make  it  possible  to  save. 
For  a  score  of  years  Battey,  Hegar,  and  Tait  set  the  pace  in 
three  of  the  greatest  countries  of  the  globe.  Radical  opera- 
tions were  the  rule.  So  great  was  the  fear  of  opening  the 
abdomen  that  when  it  had  been  once  opened  for  the  removal 
of  an  ovarian  tumor  and  the  appendages  on  one  side,  the 
other  ovary  was  too  often  removed,  also,  if  it  showed  any 
signs  of  being  even  slightly  diseased ;  and  in  not  a  few 
instances  the  only  reason  given  for  its  sacrifice  was  that  it 
might  some  day  become  diseased,  and  had,  therefore,  better 
come  out  while  the  opportunity  offered,  without  increasing 
materially  the  danger  or  expense  of  the  patient. 

In  this  field  I  am  proud  and  happy  to  say  that  sacrificial 
surgery  is  gradually  giving  way  to  more  scientific,  conservative 
and  humane  methods.  I  believe  there  is  a  maxim  in  general 
surgery  in  favor  of  saving  every  inch  of  the  human  body 
possible,  and  another,  that  it  requires  a  higher  order  of  skill 
to  save  a  mutilated  or  diseased  member  than  it  does  to  cut  it 
off  or  to  cut  it  out. 

With  my  present  experience  in  abdominal  surgery  I  am 
free  to  confess  that  I  can  and  do  now  save  ovaries  and  tubes 
which  I  formerly  thought  it  necessary  to  totally  remove. 
The  increasing  skill  of  our  abdominal  surgeons  and  their 
accumulated  experiences  in  actual  conservative  work  go  to 
show  that  we  are  approaching  nearer  to  that  true  conserva- 
tism which  is  the  offspring  of  increased  skill  and  experience, 
and  is  not  that  kind  of  clap-trap  conservatism  which  has  been 
paraded  as  a  by-play  to  the  galleries  and  publicly  used  as  a 
means  of  attracting  practice  and  increasing  profits. 

It  is  just  as  true  in  abdominal  surgery,  if  not  more  true, 
that  it  requires  a  higher  order  of  skill  and  a  greater  experi- 
ence to  save  an  organ,  or  part  of  an  organ,  than   it  does  to 
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remove  it.  This  statement  is  illustrated  in  a  recent  experi- 
ence of  my  own. 

In  operating  for  the  relief  of  a  retroverted  and  hound- 
down  uterus,  accompanied  by  a  prolapsed  and  adherent  ovary, 
it  was  found,  after  separating  all  the  adhesions,  that  a  cyst 
about  the  size  of  a  marble  had  been  ruptured  in  the  adherent 
ovary  ;  when  it  was  brought  into  view  it  was  found  to  be 
lacerated,  and  oozing  from  this  cyst  cavity  came  a  sanguino- 
lent  fluid.  Formerly  I  would  have  removed  that  ovary,  hut 
with  an  accumulated  experience  with  the  toleration  of  the 
peritoneum  to  clean  manipulation  and  careful  instrumentation, 
I  drew  the  bleeding  organ  up  into  the  abdominal  opening, 
surrounded  it  with  gauze,  scraped  and  cleaned  out  the  cyst 
cavity,  which  occupied  fully  one-third  of  the  ovary,  and  care- 
fully stitched  its  edges  together  with  fine  silk.  The  uterus 
was  then  suspended  by  two  silk  sutures  to  the  peritoneal  sur- 
face of  the  abdominal  wall,  and  the  abdomen  closed.  I  had 
no  fear  this  time  of  the  result.  The  first  time  I  did  such  an 
operation  I  did  fear  a  very  great  deal,  but  I  felt  a  confidence 
in  this  case  which  was  born  of  accumulated  experience.  I  felt 
sure  she  would  get  well,  and  she  did,  without  a  rise  in  her 
pulse  or  temperature  above  100°  after  the  first  day.  From 
being  a  terrible  sufferer  during  her  monthly  periods,  she  had 
no  pain  in  the  first  menstruation  after  her  operation.  Is  not 
this  better  than  to  have  removed  this  ovary  in  a  marriage- 
able young  woman,  only  twenty-two  years  of  age?  To  Bave 
it  required  more  time,  more  fine  work,  and  more  technical 
skill,  but  saving  is  better  than  sacrificing  when  the  conditions 
are  favorable.  Especially  is  it  important  to  save  a  portion  of 
one  tube  and  of  one  ovary  when  the  other  has  In  en  removed 
on  account  of  a  tumor  or  an  abscess,  or  for  any  other  cause. 

The  disagreeable  symptoms  accompanying  the  art : th  ial  and 
premature  change  of  life  arc  often  stormy  and  protracted,  in 
some  rare  instances  threatening,  if  not  resulting  in,  actual 
insanity.  They  are  happily  prevented  by  saving  one  or  a 
portion  of  one  ovary.      Menstruation    i-  generally  not   inter- 
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nip  ted,  and  the  sexual  and  other  feelings  of  the  patient 
undergo  none  of  those  sudden  and  peculiar  revulsions  which, 
unfortunately,  sometimes  follow  the  total  removal  of  both 
ovaries  and  tubes. 

Goodell,  of  Philadelphia,  and  Polk,  of  New  York,  were 
among  the  pioneers  in  this  work,  but  at  the  time  of  their 
first  emphatic  utterances  the  profession  was  not  quite  ready 
to  accept  their  teachings  or  to  believe  in  their  practice.  Some 
of  their  overzealous,  too  enthusiastic,  and  less  skilful  follow- 
ers did  actual  harm  by  incomplete  and  badly  executed  opera- 
tions, requiring  the  most  radical  kind  of  sacrificial  surgery 
occasionally  to  save  lives  improperly  jeopardized  through  a 
mistaken  conception  of  conservatism.  Dr.  A.  Palmer  Dud- 
ley,  of  New  York,  reported  a  brilliant  series  of  103  conserva- 
tive operations  upon  the  uterine  appendages,  without  a  death, 
at  the  last  meeting  of  the  American  Gynecological  Society. 
His  paper  was  very  favorably  discussed  by  Drs.  Kelly,  Gill 
AVylie,  Mann  and  others  who  had  done  similar  and  other 
conservative  work  within  the  peritoneal  cavity.  Dr.  Dudley 
did  not  hesitate  to  cut  away  the  diseased  portion  of  the  tube 
and  stitch  its  healthy  end  to  the  healthy  ovary,  with  good 
results  following  in  nearly  all  of  his  cases. 

In  other  cases  the  remaining  portion  of  the  tube  was  irri- 
gated with  an  antiseptic  fluid  and  stitched  to  the  ovary. 

And  still  other  cases  where  one  ovary  and  tube  have  been 
removed  on  account  of  the  presence  of  a  tumor  or  an  abscess, 
and  the  other  ovary  and  tube  have  been  found  somewhat 
involved,  the  diseased  portions  have  been  resected  and  the 
healthy  portions  stitched  together  with  perfect  recovery. 
Pregnancy  subsequently  occurred  in  several  such  cases.  As 
a  result  of  the  increasing  conservative  treatment  of  the  dis- 
eased ovary,  we  may  save  many  of  our  patients  from  the  pre- 
mature occurrence  of  the  menopause,  with  all  that  that  implies. 

Many  patients  would  consent  to  operative  procedures  ren- 
dered advisable  by  their  unfortunate  conditions  if  they  could 
be  assured  that  they  would  not  be  "  unsexed,"  as  they  call  it. 

While  menstruation  is  looked  upon  by  most  women  as  a 
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curse,  or  a  great  inconvenience,  at  least,  very  few  welcome  its 
disappearance  with  any  degree  of  pleasure.  It  is  believed  to 
he  the  beginning  of  old  age,  which  is  so  much  dreaded,  and 
while  they  may  not  desire  more  children,  the  feeling  that  they 
have  been  made  so  different  from  other  women  by  the  com- 
plete removal  of  both  ovaries  and  tubes  carries  with  it  an 
indescribable,  and  often  nndeflnable,  feeling  of  abhorrence. 

Of  course,  what  they  all  want  is  restored  health,  and  if  the 
sacrifice  of  their  organs  of  sex  is  necessary  to  the  accomplish- 
ment of  this  much-desired  object,  they  will,  in  a  large  majority 
of  cases,  consent  to  follow  the  advice  of  tluir  trusted  medical 
and  surgical  advisers. 

If  our  growing  experience  in  the  abdominal  cavity  and  the 
accumulation  of  evidence  continues  to  grow  in  favor  of  more 
conservative  and  less  sacrificial  operative  work,  I  feel  sure 
that  the  deep  debts  of  gratitude  now  felt  toward  abdominal 
surgeons  by  suffering  women  will  be  tenfold  increased  and 
intensified. 

In  cases  where  both  appendages  have  been  removed,  Dr. 
Sherwood-Dunn,  in  an  interesting  paper,  has  shown  that 
many  of  the  disagreeable  symptoms  accompanying  the  en- 
forced change  of  life  may  be  greatly  mitigated,  if  not  alto- 
gether prevented,  by  the  use  of  the  ovarine  extract.  I  have 
had   no  experience  with  this  remedy,  but  there  seems  I 

reason  to  hope  that  considerable  good  may  be  accomplished  by 
its  more  general  use,  if  a  good  article  can  surely  be  obtained. 

In  still  another  class  of  cases  conservative  work  upon  the 
diseased  ovary  has  resulted  in  life-saving  operations  at  the 
time,  and,  in  many  more  instances  than  expected,  symptomatic, 
practical  and  permanent  cures  have  been  effected. 

I  refer  to  those  tubo-ovarian  abscesses  where, from  the  low 
condition  of  the  patient,  and  the  low  position  of  the1  al- 
and from  her  history  and  general  appearance,  it  is  apparent 
that  a  prolonged  and  difficult  operation  confronts  the  surgeon, 
if  done  through  the  abdomen.  If  he  insists,  iu  accordance 
with  his  own  or  anyone's  ironclad  rules,  lip  >n  enteric 
abdomen  from  above  in  all  cases,  separating  firm  and  oumer- 
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ous  adhesions  to  Intestines  and  other  viscera  until  he  reaches 
the  pus-cavity,  and  goes  through  with  the  usual  technique  so 

sadly  familiar  to  us  all,  the  average  operator  runs  many  more 
chances,  in  my  opinion,  of  operating  his  patient  to  death 
than  if  he  had  made  a  simple  conservative  vaginal  punc- 
ture, removed  nothing  but  the  offending  and  life-destroying 
pus,  irrigated  and  drained  the  pus-sac  and  put  her  back  in 
bed  in  ten  minutes,  without  shock,  with  no  hemorrhage,  no 
lie-,  no  ligatures,  no  dressings,  and  no  bandages. 

DISCUSSION. 

Dr.  Howard  A.  Kelly,  of  Baltimore,  Md. — Mr.  President : 
I  think  Dr.  Johnson  does  very  well  to  raise  the  clarion  note  of 
conservatism  in  the  treatment  of  diseased  ovaries.  Conservati.-m 
is  a  word  which,  under  different  dates  and  methods,  is  capable  of 
a  very  different  interpretation.  In  the  time  of  Sir  Spencer  Wells 
conservatism  meant  that  when  a  man  opened  the  abdomen  and 
removed  an  ovarian  tumor,  if  the  other  ovary  was  sound,  he  did 
not  take  it  out.  It  was  an  extensive  practice  at  one  time  in  this 
country  to  invariably  remove  the  opposite  ovary  for  fear  that  at 
some  future  time  it  might  become  diseased.  That  matter  might 
have  been  settled  at  a  much  earlier  date  than  it  was  by  an  inves- 
tigation of  the  interesting  statistics  that  Sir  Spencer  Wells  gave 
us  in  his  tables  of  a  thousand  laparotomies.  I  find  by  going  over 
them  that  in  1000  women  the  opposite  ovary  was  left,  and  that 
228  of  these  were  married  and  under  forty  years  of  age ;  120  of 
these  228  women  gave  birth  to  230  children,  showing  the  advan- 
tage of  leaving  the  opposite  ovary.  The  disadvantage  would  be 
the  liability  to  a  recurrence  of  the  disease.  Of  the  228  women 
operated  on,  in  15  cases  there  was  recurrence  of  the  disease,  and 
they  were  operated  upon  again,  and  one  died  of  a  condition  which 
was  doubtfully  ovarian.  So  we  have  a  doubtful  death  against 
over  200  children  born,  and  this  settled  this  particular  phase  of 
the  question  of  conservatism.  Conservatism  has  recently  come 
to  mean  something  very  different.  It  means  the  sparing  of  struc- 
tures oi-  parts  of  structures  which  are  not  diseased  and  which 
may  be  of  some  value  to  the  woman,  as  well  as  structures  which 
are  diseased,  but  may  be  left  with  the  possibility  of  becoming 
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regenerated.  The  developments  of  conservatism  which  have 
taken  place  within  the  lasl  few  years  constitute  the  best  part  of 
our  work,  and  I  feel  that  if  the  principle  of  conservatism  < 
wiped  out  I  would  not  care  to  practice  gynecology  as  I  did 
twelve  years  ago.  We  break  up  adhesions,  we  sometimes  drain 
pus,  and  we  should  always  give  pelvic  abscesses  a  chance  to  drain 
by  the  vagina  and  get  well  before  enucleating  them.  We  some- 
times, in  fact,  drain  pus  tubes  even  after  opening  the  abdomen. 
I  would  ask  you  to  bear  in  mind  earnestly,  and  I  would  im 
emphatically  upon  this  principle,  that  conservatism  is  most  appli- 
cable to  the  inflammatory  group  of  cases.  We  have  been  v 
great  sinners  in  removing  ovaries  that  are  only  involved  in  an 
inflammatory  exudate  due  to  the  accident  of  their  position.  The 
disease  travels  through  the  uterus  and  tubes  into  the  pelvic  peri- 
toneum, and  because  the  ovaries  happen  to  be  near  by  and  are 
covered  with  adhesions,  we  have  been  in  the  habit  of  removing 
the  ovaries  and  tubes  ;  whereas  one  ovary  was,  perhaps,  an  inno- 
cent, unoffending  organ,  perfectly  able  of  carrying  on  its  func- 
tion if  left,  and  should  have  been  left  to  carry  on  its  function. 

The  advance  that  has  been  made  in  myomectomy  is  one  of 
extreme  importance.  I  have  removed  as  many  as  fifteen  myo- 
matous tumors  of  the  uterus,  and  yet  left  the  uterus  in  situ.  At 
the  Nashville  meeting  of  the  Association  I  believe  I  removed 
thirty  small  myomatous  tumors,  or  at  least  showed  the  possibility 
of  doing  this,  leaving  the  uterus  intact.  While  we  are  conser- 
vative, at  the  same  time  wTe  must  exercise  judgment  in  our  con- 
servatism. One  of  the  objects  of  conservatism  in  these  day 
to  preserve  fecundation.  We  must  preserve  a  tube  or  part  of  a 
tube.  I  had  a  striking  example  of  this  kind  in  a  case  that  came 
to  me  several  years  ago,  the  wife  of  a  doctor,  who  was  one  of  my 
warm  friends.  She  had  suffered  a  great  deal,  and  although  it 
was  difficult  to  tell  what  the  trouble  really  was  before  openi 
the  abdomen,  on  opening  it  1  found  the  following  condition  : 
this  diagram  represent  the  superior  strait  of  the  pelvis  (illus- 
trating). The  uterus,  perfectly  normal,  lay  in  the  middle.  On 
tin1  left  side  there  was  a  large  hematoma  of  the  ovary.  The 
ovary  was  converted  by  a  blood-clot  into  a  perfect  shell.  There 
was  no  ovarian  tissue  visible,  so  I  could  not  take  out  the  hema- 
toma and  sew  together  a  strip  of  sound  ovarian  tissue,  a-  1  not 
infrequently  do,  preferring  this  to  removing  it.     The  tube  was 
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sound.  On  the  other  side,  on  the  contrary,  we  had  a  little  bul- 
bous tube,  like  a  piece  of  wire,  rigid,  contracted,  without  any 
apparent  lumen  at  all,  and  a  perfectly  normal  ovary.  1  took  out 
the  diseased  ovary  and  tube,  removing  structures  which  could 
not  possibly  regenerate  or  be  of  any  service  to  the  patient. 
After  this  she  menstruated,  and  within  one  year  became  preg- 
nant and  had  a  baby. 

The  general  principles  of  conservatism  should  be  these :  We 
should  endeavor  to  preserve  all  the  organs,  or  at  least  a  set  of 
organs  sufficient  to  carry  on  fecundation.  Next  to  that,  if  we 
are  obliged  to  destroy  or  remove  one,  the  least  important  is  the 
tube.  If  the  tube  is  taken  away,  leave  the  uterus  and  the  ovary, 
because  the  woman  will  then  continue  to  menstruate  regularly 
and  will  be  relieved  from  the  distressing  nervous  sequelae  follow- 
ing a  double  ovariotomy.  If  anything  is  to  be  taken  away,  let 
it  be  the  uterus,  thereby  stopping  menstruation,  leaving  the  tube 
and  ovary.  Patients  do  not  suffer  from  nervous  sequela?  and 
distressing  flushes  when  a  piece  of  ovary  is  left  on  one  side,  so 
that  in  the  worst  cases  our  aim  should  be  to  preserve  at  least  a 
small  fragment  of  this  most  important  organ. 

Dr.  I.  8.  Stone,  of  Washington,  D.  C. — I  would  like  to  ask 
Dr.  Kelly  whether  he  would  remove  the  uterus  if  it  is  normal, 
in  the  class  of  cases  under  discussion  ? 

Dr.  Kelly. — We  sometimes  have  typical  hemorrhages  ;  the 
uterus  becomes  displaced,  and  I  have  had  to  open  the  abdomen 
again  in  such  cases  to  remove  the  uterus.  It  is  technically  cor- 
rect to  take  out  everything  rather  than  to  leave  the  other  struc- 
tures. 

Dr.  Stone. — Your  position  is  not  consistent  with  the  sugges- 
tions offered  by  Dr.  Johnson.  He  suggests,  as  I  do,  leaving 
every  inch  or  portion  of  the  body  which  is  supposed  to  be  normal. 
I  cannot  agree  with  Dr.  Kelly  as  to  that  part  of  his  remarks, 
although  I  am  fully  in  accord  with  him  in  other  respects. 

Dr.  Kelly. — It  is  an  apparent  contradiction,  but  I  stick  to  it. 

Dr.  Stone. — Dr.  Kelly  says  that  he  would  cut  open  or  remove 
the  uterus  to  see  what  is  the  matter  inside,  as  it  only  takes,  per- 
haps, fifteen  minutes  or  more  to  do  this.  It  seems  to  me  the 
doctor  should  be  very  careful  not  to  suggest  anything  which 
ought  not  to  be  followed,  because  so  many  men  emulate  him  in 
his  work.     We  have  often  heard  men  speak  of  a  death-rate  of  3 
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or  5  per  cent,  after  hysterectomy  or  some  such  operation.  Even 
in  the  hands  of  the  best  operators  it  is  not  fair  to  claim  Buch 
results.    When  we  do  hysterectomies  we  ought  not  to  tell  patients 

that  we  get  5  per  cent,  mortality.      It  is  not  fair  to  them. 

Coming  to  the  discussion  of  the  paper  proper,  it  would  require 
a  great  deal  of  assurance  on  my  part  to  advance  any  opposition 
to  the  points  enunciated  by  Dr.  Johnson.  We  all  acknowledge 
his  experience,  and  there  is  no  way  for  us  to  deny  any  of  the 
propositions  he  has  laid  down.  But,  as  is  generally  the  case,  we 
find  the  pendulum  swings  back  too  far,  and  it  is  fair  to  mention 
that  in  our  efforts  to  conserve  organs  we  may  do  harm.  When 
a  man  has  worked  out  his  own  problem,  as  Dr.  Johnson  has  done 
so  satisfactorily  to  himself,  and  has  found  conservatism  as  lie- 
represents  it,  it  is  all  well  and  good.  But,  on  the  other  hand,  we 
know  that  in  many  cases  conservative  operations  are  very  unsat- 
isfactory. I  cannot  take  the  time  to  discuss  the  whole  paper,  but 
there  are  one  or  two  points  to  which  I  desire  to  call  atten- 
tion. 

In  the  surgical  work  done  at  the  Columbian  Hospital  in  Wash- 
ington, operations  are  undertaken  for  conservative  purposes — at 
least,  in  my  service,  so  far  as  the  enucleation  of  pus  tubes  is  con- 
cerned. During  a  period  covering  nearly  two  years  of  surgical 
work  in  that  hospital,  only  one  death  occurred  from  the  radical 
enucleation  of  pus-sacs  by  the  abdominal  route,  and  this  case  was 
one  in  which  conservatism  was  practised.  That  is  why  I  mention 
it.  There  was  pus  on  the  left  side,  and  an  effort  was  made  to 
clean  out  the  tube  on  the  right  side  and  leave  it.  I  was  unable 
to  have  an  examination  made  of  the  pus,  as  Dr.  Kelly  has  -in- 
gested, during  the  operation,  to  see  whether  it  was  sterile  or  had 
gonococci  in  it.  On  account  of  previous  experience,  the  tube  was 
left.  The  patient  had  obstruction  of  the  bowel  from  its  adhesion 
to  the  ovary  and  tube,  which  were  left,  and  she  died. 

As  far  as  pus  cases  are  concerned  which  were  evacuated  by 
the  vagina,  one  woman  died  within  twenty-four  hours  from  a 
simple  vaginal  puncture.  This  patient  was  too  weak  to  give  an 
anaesthetic  tor  half  an  hour.  When  we  know  that  a  patient 
cannot  tolerate  anaesthesia  for  any  great  Length  of  time  we 
>houl  1  be  very  cautious  about  operating.     We  made  a  vaginal 

puncture,  put   the  woman    back    to   bed    in    ten    minutes,  yet    she 

died  from  Bhock,  partly  from  anaesthesia,  becaue  sis. 
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Another  patient  was  operated  on  by  vaginal  puncture  three 
times,  opening  up  different  abscesses  and  evacuating  the  pus,  and 
yet  the  patient  in  the  meantime  was  Buffering  from  sepsis  which 
could  not  be  reached  through  the  vagina.  We  made  an  explora- 
tory operation  later  on,  but  finding  the  patient  was  getting  worse, 
the  pus  burrowing  up  as  far  as  the  kidney,  the  abdomen  was 
closed  without  any  good  results  whatever.  This  patient  had 
multiple  abscesses  which  had  disseminated  themselves,  burrowing 
far  up.  Investigation  was  not  carried  far  enough  to  determine 
where  the  pus  went. 

Conservatism  is  well  and  good  in  its  place.  We  must  aeknowl- 
the  principles  of  conservatism  laid  down  by  Dr.  Johnson 
rect ;  but  we  cannot  go  so  far  as  to  leave  important  involved 
structures.  If  we  have  au  abscess  of  the  appendix  we  can  do 
very  little  good  by  simply  opening  it,  because  in  opening  up  the 
pelvis  through  the  abdomen  complications  may  present  themselves 
which  call  for  more  radical  interference.  It  may  be  well  to  resort 
to  vaginal  puncture  in  such  a  case,  but  everything  has  not  been 
done  when  we  are  satisfied  ourselves  that  vaginal  puncture  will 
disclose  other  conditions.  We  have,  found  time  and  again,  that 
the  appendix  is  involved  ;  that  pus  is  burrowing  into  the  bowel ; 
that  other  complications  too  numerous  to  mention  present  them- 
selves to  us  in  opeuing  the  abdomen  which  would  never  be  cured 
by  mere  vaginal  puncture.  I  do  not  wish  to  be  understood  as 
refusing  to  make  vaginal  puncture  when  it  is  necessary.  Dr. 
Johnson  and  others  may,  perhaps,  thinks  I  am  entirely  too  rad- 
ical and  do  too  much  abdominal  surgery,  but  when  the  ovaries 
are  involved  ;  when  we  have  associated  with  their  involvement 
visceral  complications;  when  we  find  it  is  possible  to  reach  the 
adhesions  of  the  omentum  and  other  viscera,  we  realize  that 
abdominal  surgery  is  of  paramount  importance,  and  that  it  is 
3ary  for  us  to  do  sacrificial  surgery  in  such  cases. 

Dr.  L.  8.  McMuRTRY,  of  Louisville,  Ky. — The  paper  by  Dr. 
J  »hnson  is  one  of  the  most  classical  expositions  on  this  subject 
that  I  have  ever  heard.  I  indorse  it,  and  only  rise  to  occupy 
tention  of  the  Association  on  account  of  the  importance  of 
this  subject.  Conservatism  demands  the  preservation  of  life 
first,  the  conservation  of  functon  and  health  second,  and  that 
principle  will  be  found  to  pervade  the  paper  from  beginning  to 
end.     I  cannot  use  language  too  strong  in  indorsing  the  essayist 
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entirely  until  it  conies  to  the  point  when1  he  presents  some  work 

upon  the  conservation  of  the  ovary  and  function,  and  which  he 
illustrated  very  beautifully  by  citing  an  appropriate  ca& 
hematoma  of  the  ovary,  preserving  the  organ  when  only  one- 
third  of  its  Bubstance  was  involved.  It  was  a  beautiful  illustra- 
tion of  conservative  Burgery  of  the  pelvis,  which  marks  one  of 
our  great  surgical  advances.  There  is  a  held  of  operation  to 
which  the  essayist  might  have  addressed  his  attention,  which  he 
did  not  do,  and  that  is  the  principal  point  I  desire  to  present.  I 
have  known  men  of  active  work  in  pelvic  surgery  to  report  eight 
consecutive  cases  of  operations  upon  the  uterine  appendages  with- 
out a  single  death.  Now,  the  same  kind  of  report-  can  l»e  made 
of  long  lists  of  operations  for  conservative  work  upon  the  uterine 
appendages,  and  just  in  line  with  this.  If  you  will  take  the  work 
and  analyze  it,  you  will  find  we  have  a  difference  in  practice 
among  abdominal  surgeons  as  to  what  class  of  cases  require  an 
operation  at  all.  I  believe  that  whenever  a  man  does  a  hundred 
or  more  consecutive  operations  for  disease  of  the  uterine  appen- 
-  he  has  got  a  large  proportion  of  cases  that  do  not  require 
any  operation  at  all,  and  this  is  where  conservatism  should  begin 
in  not  operating  in  every  possible  case.  It  is  the  first  and  most 
important  step  in  conservatism.  We  need  to  have  a  little  more 
work  done  in  that  line.  This  was  the  greatest  sin  in  the  early 
years  of  pelvic  surgery — of  performing  operations  for  removal 
of  the  appendages  when  no  operation  was  needed.  Operations 
at  that  time  were  undertaken  for  neurotic  conditions,  for  minor 
»f  catarrhal  inflammation  so-called,  which  would  eventually 
cure  themselves.  Conservatism  should  begin  by  limiting  to  a 
certain  extent  the  scope  of  operation,  and  operations  should  be 
restricted  to  cases  where  there  is  greater  danger  to  the  patient's 
welfare  from  the  disease  than  from  the  operation. 

In  regard  to  operations  upon  the  Fallopian  tubes  and  ovi 
I  think  there  is  a  great  Held  for  conservative  work  in  those  mild 
where  the  symptoms  are   not  very  urgent,  and   here  it  i<  a 
>n  a-  to  whether  or  not  operative  interference  is  justified  as 
much  as  it  is  resorted  to,  because  opening  the  abdomen  i<  not  the 
trilling   operation    that   it   is  oftenti:  irded    to    be.      It    is 

always  an  operative  step  of  considerable  magnitude  and  of 
importance.      I  call  special   attention  to  die  fact    that   conserva- 
tism   is    Bhowhl  in    modern    pelvic    surgery   markedly  in 
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restricting  the  limit  of  operative  interference  in  diseases  of  the 
uterine  appendag 

In  regard  to  the  position  of  my  friend,  Dr.  Kelly,  his  position 
is  a  very  radical  one,  ami  with  which  I  do  not  concur.  But,  of 
course,  with'Dr.  Kelly  it  is  the  result  of  a  large  experience  and 
of  very  profound  and  careful  thought,  and  his  remark.-  d 

•tful  consideration.  I  cannot  understand  a  conservatism 
that  will  take  fifteen  tumors  out  of  the  uterus  and  preserve  the 
uterus ;  and  then  in  the  next  instance  remove  the  uterus  when 
there  is  no  tumor  in  it  at  all,  because  it  is  technically  more  easy 
to  remove  a  uterus.  It  seems  to  me  that  here  is  a  marked  incon- 
sistency. I  would  take  the  uterus  out  that  has  got  fifteen  tumors 
in  it,  and  I  would  leave  the  uterus  when  it  is  healthy  or  not  dis- 
That  is  the  difference  between  us  in  regard  to  practice. 
When  we  have  seven  or  fifteen  intramural  fibroid  tumors  of  the 
uterus  to  deal  with,  it  is  better  to  remove  the  uterus  than  to 
spend  an  hour  and  three-quarters  in  enucleating  small  tumors  in 
a  hemorrhagic  field,  leaving  a  large  amount  of  foreign  material 
in  the  uterine  cavity  and  trying  to  preserve  it  under  the  name  of 
conservatism.  It  seems  to  me  conservatism  is  best  subserved  by 
removing  a  uterus  which  has  undergone  such  neoplastic  develop- 
ment. 

In  regard  to  operations  upon  the  uterine  appendages,  we  have 
done  little  so  far  as  suppurative  conditions  are  concerned  to  im- 
prove the  work  of  Lawson  Tait.  His  work  in  connection  with 
suppurative  disease  of  the  appendages  and  in  ectopic  gestation 
is  among  the  greatest  triumphs  of  all  the  work  he  has  done. 
When  we  have  suppurative  disease  of  the  appendages,  the  sup- 
puration having  extended  to  the  ovaries  and  tubes,  to  enucleate 
the  tubes  and  ovaries,  tie  them  off  close  up  to  the  cornu  of  the 
uterus  on  each  side,  to  carefully  ligate,  if  necessary,  the  broad 
ligament  far  over  toward  the  brim  of  the  pelvis,  to  do  the  enu- 
cleation carefully  without  rupture  and  have  the  patient  get  well, 
is  one  of  the  most  perfect  instances  of  rescue  of  a  patient  from 
an  extreme  condition  that  I  am  acquainted  with  in  the  entire 
range  of  surgery.  I  have  operated  upon  many  such  case  as  far 
back  as  seven  or  eight  years  ago,  and  I  have  not  seen  any  incon- 
venience from  retention  of  the  uterus.  The  patients  have  not 
had  any  trouble  with  their  uteri  afterward.  If  the  uterus  is 
placed  in  proper  position,  it  drains  itself  naturally,  and  it  under- 
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goes  rapid  atrophy  after  the  removal  of  the  appendages.  We 
know  that  Dr.  Kelly  is  a  rapid  operator,  but  I  am  sure  thai 

there  are  few  men  who  can  complete  the  entire  excision  of  the 
appendages  and  the  uterus  under  these  circumstances  in  the  time 
that  they  can  remove  the  uterine  apendages  and  leave  the  uterus 
alone.     It  adds  much  to  the  gravity  of  the  operation. 

Dr.  J.  Wesley  Bovee,  of  Washington,  D.  C. — I  am  very 
glad  to  see  that  there  is  considerable  conservative  work  being 
done  on  the  ovary.  I  have  done  some  of  the  work  described  by 
Dr.  Kelly  with  his  diagrams  on  the  blackboard,  of  removing,  for 
instance,  the  Fallopian  tube  on  one  side  and,  if  necessary,  the 
ovary  on  the  other  side.  I  have  attempted  to  bring  about  the  point 
lie  has  made  of  bringing  the  tube  in  close  contact  with  the  ovary 
of  the  opposite  side  by  taking  a  few  stitches  in  the  posterior  sur- 
face of  the  broad  ligament  on  the  side  having  the  Fallopian  tube 
left.  I  have  often  thought,  although  I  have  not  carried  it  out, 
of  removing  the  ovary  in  some  cases  on  the  one  side  and  trans- 
planting it  to  the  other  side,  stitching  it  to  the  Fallopian  tube 
where  it  could  get  its  blood-supply.  I  have  found  the  ovarian 
extract  of  considerable  benefit  in  these  cases — that  is,  where  I 
leave  parts  of  ovaries,  and  I  have  noticed  great  improvement  in 
the  condition  of  patients  after  taking  the  ovarian  extract.  I  am 
not  prepared  to  say,  however,  that  this  improvement  is  entirely 
due  to  the  extract.  Some  of  the  ovaries  I  have  saved  have  been 
dug  out  of  beds  of  adhesions  and  held  together  by  mattress 
sutures  put  through  them  in  different  directions,  and  hoping  by 
the  stimulating  action  of  the  suture  to  bring  about  a  certain 
amount  of  regeneration  in  the  structures.  I  have  sometimes 
thought  that  I  was  too  radical  in  that  direction.  However.  I 
have  yet  to  find  a  case  in  which  I  had  to  regret  having  taken 
this  extreme  position. 

Dr.  Ernest  S.  Lewis,  of  New  Orleans,  La. — In  rising  to  dis- 
cuss the  paper  last  read,  its  conservative  tune  receives  my  warm- 
est commendation,  and  accords  with  my  present  views  regarding 
the  treatment  of  pus  tubes.  Long  before  abdominal  sections 
were  practised  for  the  relief  of  these  eases,  purulent  accumula- 
tions were  evacuated  per  vaginam  and  drained,  and  these  patients 
made  good  recoveries,  and  -Mine  of  them  subsequently  bore  chil- 
dren.    Death-  were  Bo  rare  from  these  affections,  notwithstanding 

•  ;>tic  condition,  protracted  confinement  to  bed,  and  great 
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emaciation,  thai  in  lecturing  to  my  class  I  have  repeatedly  said 
that  women   rarely  over  died  from  suppurating  tubes  and   pus 

collections  in  the  pelvis.  It  is  far  safer  to  evacuate  the  pus  when 
in  quantity,  through  the  vagina,  and  subsequently,  when  the 
patient's  condition  has  improved,  to  enucleate  the  tube  by  abdom- 
inal section,  should  it  become  necessary.  In  a  large  percentage 
of  the  cases,  however,  it  is  not  necessary.  When  both  tubes  and 
ovaries  are  removed  the  uterus  should  be  anchored.  Its  removal 
is  an  additional  risk  to  the  patient,  and  unless  anchored  it  is 
liable  to  prolapse,  or  other  displacement,  causing  much  discom- 
fort and  nervous  disturbance. 

Dr.  Johnson"  (closing  the  discussion). — There  are  so  many 
papers  on  the  programme  to  be  read,  and  my  paper  has  been  so 
thoroughly  discussed,  that  I  will  make  no  extensive  reply.  I 
wish  to  thank  the  various  gentlemen  who  agree  with  me,  and  I 
am  equally  grateful  to  those  who  opposed  such  points  as  they 
thought  best. 

As  to  Dr.  Stone's  criticism,  I  can  hardly  attempt  to  reply  to 
it  without  opening  up  a  large  field  for  discussion,  and  we  have 
not  the  time  to  do  it  now.  If  time  permitted,  I  should  be  glad 
to  occupy  about  four  hours  in  discussing  certain  points  in  regard 
to  the  conservation  of  the  genital  organs. 

Dr.  Lewis  has  kindly  said  many  things  which  I  would  have 
said  in  reply  to  the  suggestions  of  Dr.  Stone,  and  he  has  prob- 
ably said  them  better  than  I  could,  because  of  his  larger  experi- 
ence and  greater  judgment.  I  indorse  fully  what  Dr.  Lewis  has 
said  regarding  conservative  procedures,  leaving  the  result  to  sub- 
sequent events.  If  it  should  turn  out  later  on  that  a  patient 
requires  further  operative  procedures  they  can  be  instituted  when 
she  is  in  a  better  condition  to  stand  them. 


WHEN    SHOULD    WE    OPERATE    FOR 
APPENDICITIS  ? 

By  a.  Morgan  Cartledge,  M.D., 
Louisville,    Ky. 


Aptee  a  controversy  that  has  rarely  had  an  equal  in  the 
history  of  medicine,  appendicitis  has  about  passed  from  the 
domain  of  medicine  into  that  of  surgery.  It  is  interesting  to 
those  who  have  been  engaged  upon  the  one  or  the  other  side  of 
this  controverted  subject  to  review  its  history  and  incidentally 
the  evolution  of  our  knowledge  of  the  disease. 

I  may  claim  the  distinction  of  having  been  one  of  the  ear- 
liest to  buckle  on  armor  and  enter  the  ranks  as  an  advocate  of 
surgical  interference  in  most  cases  of  appendicitis.  We  have 
arrived  at  a  state  of  knowledge  upon  this  subject  that  would 
make  the  early  attacks  and  responses  seem  puerile  indeed. 

In  the  impetuosity  and  enthusiasm  of  youth  I  thought 
many  of  these  attacks  of  physicians  were  obstructions  ea<t  in 
the  pathway  of  progress,  and  to  be  nut  by  the  most  vigorous 
argument.  I  now  think  the  warfare  was  a  blessing,  as  in  all 
great  evolutionary  strides  active  warfare  becomes  a  necessity. 
While  discussing  one  phase  of  the  subject  light  was  turned 
upon  another,  until  to-day  we  are  in  possession  of  an  immense 
storehouse  of  well-classified  knowledge  upon  this  fatal  malady 
of  human  beings. 

The  valuable  contributions  to  the  pathology  of  appendi- 
citis by  Fowler,  in  1893  and  1894,  and  the  author's  contri- 
bution upon  the  same  subject  [TranBacHtms  <>f  the  Kentucky 
Stale  Medical  Society,  1894)  have  been  accepted  by  the  pro- 
>!i  as  correct.  The  diagnosis,  with  its  possible  errors,  has 
frequently  dwelt  upon  by  various  authors.      The  opera- 
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tive  technique  has  reached  a  high  degree  of  perfection  as  tli 
result  of  the  varied  experience  ami  contributions  of  surgeons. 

The  study  of  the  clinical  history  has  done  much  to  throw 
light  upon  the  probable  results  of  operative  procedures  when 
practised  at  different  periods  of  the  disease.  With  the  excep- 
tion of  an  occasional  gun  from  some  sturdy  old  knight  of  the 
opium  and  poultice  era,  appendicitis  has,  by  well-fortified 
arguments,  come  to  be  considered  a  disease  to  the  treatment 
of  which  a  surgeon  should  be  a  party. 

The  discussion  is  no  longer  between  the  physician  and  sur- 
geon as  to  whether  appendicitis  is  a  medical  or  surgical  affec- 
tion, but  is  between  surgeons  as  to  the  time  and  feasibility 
of  operation.  The  enthusiasm  born  of  improved  results  after 
operation  has  caused  this  question  to  be  lightly  brushed  aside 
by  some  surgeons  who  have  cast  wide-spread  throughout  the 
country  the  simple  dictum  of  "  Operate  as  soon  as  the  diag- 
nosis is  made."  Now,  by  way  of  counselling  moderation  and 
care,  both  in  assertion  and  action,  it  is  necessary  to  observe 
that  we  are  considering  the  treatment  of  a  disease  of  manifold 
types  and  pathological  manifestations ;  that  unfortunately  we 
of  necessity  see  patients  for  the  first  time  in  any  one  of  sev- 
eral stages ;  and  that  by  universal  agreement  operative  pro- 
cedures have  the  most  varied  terminations,  dependent  upon 
the  stage  in  which  the  operation  is  performed. 

Again,  that  the  advice,  whether  hasty  or  wise,  of  those  in  a 
position  to  authorize,  will  be  practised  by  the  thousands  doing 
only  a  limited  amount  of  this  work,  and  consequently  not  so 
competent  to  deal  with  the  difficulties  which  so  frequently 
arise  in  complicated  and  septic  examples  of  appendicitis. 

When  we  consider  how  great  is  the  mortality  to  life  in  this 
disease,  these  reflections  admonish  us  to  ponder  well  the  advice 
we  give  in  dealing  with  this  intraperitoneal  monster.  If  my 
views  upon  all  surgical  subjects  had  undergone  as  many 
changes  as  those  upon  the  treatment  of  appendicitis  the  sum 
total  of  my  knowledge  would  be  a  chirurgical  kaleidoscope  ; 
and  yet  I  feel  that  each  change  of  opinion  has  tended  to  better 
my  appreciation  of  the  intricacies  of  this  subject. 
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To  those  who  say  operate  in  every  case  as  soon  as  the  diag- 
nosis is  made  I  can  only  reply  that  I  hope  our  technique  may 
become  BO  perfect  as  to  master  every  obstacle  that  may  arise 
at  any  stage  of  the  disease,  but  until  then  I  must  decline,  and 
do  what  I  think  is  best  for  my  patient.  If  a  dozen  surgeons 
see  a  patient  with  appendicitis  in  consultation  there  will  be 
little,  if  any,  disagreement  as  to  the  best  course  to  pursue; 
but  let  them  engage  in  a  theoretical  discussion  of  how  to  treat 
such  a  patient,  and  they  will  disagree  widely.  The  trouble 
is  they  are  thinking  and  talking  of  different  conditions,  each 
judging  from  his  own  theoretical  stand-point.  This  would 
imply,  and  correctly  so,  that  the  personal  equation  enters 
largely  into  the  subject.  A  surgeon  who  has,  from  the  con- 
ditions of  his  practice,  had  to  deal  usually  with  neglected 
cases  of  suppurative  appendicitis,  is  better  able  to  judge  of 
the  danger  of  operations  for  appendicitis ;  a  surgeon  whose 
early  training  in  this  disease  embraced  a  large  per  cent,  of 
interval  cases  is  apt  to  be  impressed  with  the  safety  of  opera- 
tions for  appendicitis,  and  coupled  with  this  thought  is  the 
deeper  impression  a  neglected  suppurative  case  produces  upon 
his  mind  ;  hence  his  urgent  appeal  to  operate  as  soon  as  the 
diagnosis  is  made.  This  is  good  advice  if  we  could  see 
patients  when  first  attacked  with  the  disease;  by  this  I  mean 
the  first  twenty-four  or  thirty-six  hours.  A  surgeon  seeing 
and  operating  upon  a  great  many  favorable  cases  is  apt  to  be 
so  impressed  with  the  advantages  of  operation  as  to  overlook 
the  high  mortality  in  the  third  and  fourth  day  cases,-  these 
have  been  so  few  in  his  large  list  as  not  to  materially  do 
violence  to  his  statistics.  In  order  to  correctly  estimate  tl it- 
value  and  wisdom  of  operative  measures  it  is  positively  neces- 
sary to  discriminate  in  regard  to  the  stage  of  the  disease  and 
the  condition  of  the  patient. 

We  become  reckless  in  our  assertions  and  deductions  be- 
cause of  our  victory  over  the  physician's  position — that  medi- 
cine cured  more  than  surgery.  It  has  about  been  accepted  by 
the  profession  at  large  that  of  one  hundred  patients  with 
appendicitis  of  all  varieties   treated    by  a   skilful    operation    a 
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iter  number  will  recover  than  a  corresponding  number 
treated  medically.  The  next  step  for  surgeons  to  consider 
is  the  possibility  of  still  further  improving  the  statistics  in 
appendicitis  by  declining  operation  in  a  certain  per  cent,  of 
cases  and  deferring  it  in  others.  My  experience  leads  me  to 
believe  that  such  a  course,  when  founded  upon  mature  judg- 
ment, will  lead  to  the  best  results.  Richardson  and  Brew- 
ster (Boston  Medical  and  Surgical  Journal,  July,  1898, 
Appendicitis — Remarks  Based  upon  a  Personal  Experience 
of  750  Cases,  Including  150  Consecutive  Cases  Successfully 
Operated  upon  in  the  Interval)  say  :  "  The  danger  of  con- 
verting a  localized  into  a  general  infection  by  operating  under 
certain  conditions  ought  perhaps  to  receive  more  consideration 
than  it  does.  This  type  of  case  is  seen  most  frequently  on 
the  third  or  fourth  day,  though  the  patient's  general  appear- 
ance, temperature,  and  pulse  may  be  good.  It  will  be  noted 
that  an  operation,  even  the  most  rapid,  will  be  attended  by 
an  immediate  constitutional  depression  deep  enough  to  excite 
the  gravest  alarm.  It  is  idle  to  contend  that  this  or  that 
method  of  treating  the  general  peritoneum  will  give  the  patient 
more  than  an  inconsiderable  chance.  In  view  of  the  cases  of 
similar  severity  and  similar  local  signs  which  have  recovered 
without  operation,  and  which  have  later  been  subjected  to 
the  so-called  interval  operation,  it  seems  to  us  clear  that  the 
question  of  interference  on  the  third  or  fourth  day  should  be 
most  carefully  considered." 

In  this  report  referred  to  are  464  acute  cases  of  appendi- 
citis; 31  were  moribund  when  first  seen,  which  left  433  cases 
to  be  treated  ;  284  were  operated  upon,  with  63  deaths,  or  a 
mortality  of  21  per  cent.;  149  acute  cases  recovered  without 
operation,  some  of  which  were  afterward  included  in  the  151 
consecutive  cases  successfully  operated  upon  in  the  interval. 
I  think  we  are  justified  in  believing  that  after  a  patient  has 
lived  four  days  with  appendicitis  the  chancer  arc  better  for 
recovery  from  that  attack  to  health  or  a  safely  operable  con- 
dition than  if  subjected  to  operation  at  a  time  when  adhesions 
are  imperfect  and  the  system   laboring  with   the  effects  of 
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sepsis  from  a  local  storehouse  of  infection  which  nature  will 
most  probably  render  harmless  in  a  few  da 

With  an  improved  operative  technique   we  approach    I 
eases  with  much   1  ss  anxiety  than  formerly  ;   but   the  fact 
remains  that  operation  in  the  most  experienced  hands  in  ; 
stage  of  the  disease  \\d^  a  fatality  equal,  if  it  docs  not  exceed, 
the  expectant   plan  by  medical   treatment.  .  This   reasoning 
applies  only  to  the  attack  the  patient  may  then  be  suffering 
from.    lie  should  submit  to  interval  operation  with  its  saf 
to  guard  him  against  subsequent  damage  from  thi  .    I 

believe  it  is  safe  to  assume  that  08  per  cent,  of  those  who  die 
from  first  attacks  of  appendicitis  have  the  fulminating  vat 
of  the  disease,  and  an  operation  to  do  any  good  in  such  cases 
must  usually  be  performed  within  the  first  twenty-four  hours 
from  the  onset  of  symptoms.      In  view  of  the  fait  that 
possess  no  means  of  knowing  in  the  beginning  the  eas.  a  which 
will  be  fulminant  and  those  which  will  pursue  a  less  danger- 
ous course,  it  is  the  best  surgery  to  operate  upon  all  cases  - 
in  this  early  stage.      After  this  primary  stage  the  second,  or 
what  may  be  termed  the  septic  stage,  supervenes  and  con- 
tinues a  variable  time,  according  to  the  nature  of  the  lesion 
and   its  treatment;  if  ulcerative  or  so-called  catarrhal,  a  fair 
degree  of  resolution  may  safely  be  expected   in  a  few  d. 
if  perforative  with  localized  peritonitis,  a  safely  walled  abfi 
maybe  looked  for,  with  an  improvement  in  the  constitutional 
symptoms  and  a  condition  which  gives  better  assurance  of 
success  from  operation. 

The  deplorable  burrowing  of  pus  in  attempts  at  escape  will 
not  occur  in  the  practice  of  watchful  surgeons,  who  wil 
ate  it  before  such  advanced  secondary  sepsis  occurs.      In 
writer's  opinion  the  usually  accepted  conclusions  in  i 
late  operations  in  fulminating  appendicitis  arc  in   great   i 
of   revision.      In  advising   that  we  should  operate   less   I 
quently  in  cases  that  have1  passed  into  the  stage  of  gem 

■tic  peritonitis  I  plead  guiltless  of  the  charge  of  attempt 
to  avoid  an  operative  death  and  not  giving  the'  patient 
only  chana  for  recovery.     I  am  uot  convinced  that  of 
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patients  with  general  septic  peritonitis  a  larger  number  will 
er  by  section,  irrigation,  and  drainage  than  by  expectant 

medical  treatment.  Of  thirty  such  cases  from  various  causes 
subjected  to  operation  I  have  had  a  mortality  of  100  per  cent.; 
of  probably  fifty  others,  observed  without  operation,  I  have 
seen  two  unmistakable  cases  recover.  This  statement  is  made 
with  a  full  knowledge  of  the  not  inconsiderable  number  of 
such  cases  reported  cured  by  operation,  several  of  which  I  am 
convinced  were  cases  of  beginning  general  septic  peritonitis, 
and  many  of  which  I  feel  equally  convinced  were  cases  of 
rather  widely  disseminated  yet  localized  peritonitis.  After  an 
experience  embracing  more  than  a  thousand  abdominal  sec- 
tions I  am  frank  to  say  that  I  do  not  believe  sufficient  evi- 
dence has  been  adduced  to  cause  us  to  believe  that  the  perito- 
neal sac,  when  universally  inflamed  as  the  result  of  pathogenic 
bacteria,  can  be  cleansed  and  the  septic  and  of  necessity  semi- 
moribund  patient  survive  the  surgical  interference.  That 
nature,  assisted  by  stimulants  and  purgatives,  may  save  at 
least  5  per  cent,  of  such  cases  seems  reasonable.  If  opera- 
tion is  resorted  to  under  such  circumstances  a  rapid  removal 
by  small  incision  of  the  gangrenous  appendix,  and  the  intro- 
duction of  a  small  drain  to  attract  localization,  seems  to  prom- 
ise better  results  than  prolonged  attempts  at  impossible 
irrigation  of  the  peritoneal  sac.  Where  possible,  the  opera- 
tion should  be  done  with  local  anaesthesia,  and  immediate 
and  vigorous  purgation  instituted. 

Conclusion  1.  Probably  98  per  cent,  of  the  patients  who 
die  of  acute  appendicitis  without  operation  have  the  fulmi- 
nating variety  of  the  disease  ;  operation,  to  be  of  service,  must 
be  done  in  the  first  twenty-four  hours — better  the  first  twelve. 

Conclusion  2.  In  view  of  the  fact  that  we  have  no  means 
of  knowing  the  probable  course  of  a  given  attack  of  appendi- 
citis, operation,  when  possible,  should  be  performed  within 
the  first  twenty-four  hours  after  the  onset  of  symptoms. 

Conclusion  3.  '  Patients  seen  after  the  third  day  should  not 
be  operated  upon  until  after  the  attack,  or  until  purulent 
formations,  if  such  take  place,  have  been  walled  off  and  the 
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patient  practically  rid  of  general  sepsis.  The  exception  to 
this  rule  is  the  rupture  of  an  appendiceal  abscess  into  the 

peritoneal  cavity  (a  very  rare  accident),  when  abdominal  sec- 
tion should  be  immediately  performed. 

Conclusion  4.  Probably  as  many  patients  recover  from 
general  septic  peritonitis  by  stimulants  and  purgatives  as  do 
by  operations.  In  either  event,  if  it  is  a  case  of  true4  general 
septic  peritonitis  the  mortality  will  not  be  far  from  95  per 
cent. 

Contributions  to  medical  literature  would  indicate  that 
there  is  a  sad  need  on  the  part  of  the  profession  of  more 
definite  views  as  to  the  nature  of  this  disease.  If  operated 
upon  at  all  no  attempt  at  general  cleaning  of  the  cavity 
should  be  practised  ;  quickly  assist  nature  to  take  care  of  the 
desperate  patient  by  removing  the  source  of  the  fire ;  to  do 
more  is  to  add  the  shock  of  an  unbearable  operation  to  an 
already  nearly  exhausted  vitality. 

Conclusion  5.  Subject  to  interval  operations  patients  who 
have  suffered  an  unmistakable  attack  of  the  disease. 

Conclusion  6.  Do  not  operate  too  soon  after  a  severe 
attack  with  many  adhesions;  the  operation  will  be  greatly 
simplified  by  waiting  a  few  weeks  longer;  in  the  meantime 
keep  the  patient  upon  light  diet  and  little  exercise.  Patients 
do  not  usually  have  a  recurrence  until  the  adhesions  or  splints 
have  been  removed  by  absorption.  The  mortality  from  in- 
terval operations  should  not  be  more  than  1  per  cent. 

DISCUSSION. 

Dr.  Louis  McLane  Tiffany,  of  Baltimore,  M<1. — Mr.  Presi- 
dent: It  seems  to  me  the  position  surgeons  take  with  reference 
to  appendicitis  as  a  whole  is  extremely  wrong.  What  is  needed 
is  a  differentiation  of  the  form  of  appendicitis  that  one  is  called 
to  treat,  ami  I  thoroughly  accept  what  has  been  said  by  Dr. 
Cartledge,  that  appendicitis  is  a  disease  which  requires  the  pres- 
ence of  the  medical  man  as  distinct  from  the  surgeon,  and  the 
hould  go  hand-in-hand.    The  surgeon  should  know  when  to 
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hold  his  hand  quite  as  well  as  when  to  operate.  Personally,  I 
cannot  tell  the  form  of  appendicitis  present  in  the  great  majority 
of  eases  ;  consequently,  I  am  unwilling  to  accept  the  dictum  that 
we  should  operate  in  all  cases  in  twelve  hours  after  the  commence- 
ment of  the  trouble,  because  we  do  not  know  what  is  going  to 
happen.  To  accept  such  a  dictum  we  would  be  compelled  to 
operate  at  the  end  of  twelve  hours  for  any  number  of  cases  of 
indigestion,  for  appendicular  colic,  etc.,  and  I  am  afraid  I  can- 
not accept  it.  If  I  were  clever  enough  to  diagnosticate  the  form 
of  appendicitis  when  called  in,  it  would  be  all  right ;  but  I  can- 
not do  it.  I  do  not  believe  one  case  in  seven  of  appendicitis 
comes  to  operation.  Many  cases  do  not  need  it.  They  get  well 
without  it.  Let  us  say  one  case  in  eight  of  appendicitis  comes 
to  the  operating-table.  The  most  successful  cases  are  those  that 
are  operated  upon  before  the  disease  has  advanced  to  any  great 
extent.  Before  the  peritoneum  is  involved,  and  when  an  operation 
is  done  in  such  a  case,  the  appendix  taken  out,  the  stump  turned 
into  the  csecuni  in  a  clean  way,  it  is  successful.  The  surgeon 
who  operates  in  every  case,  in  my  opinion,  will  do  so  upon  a 
number  of  cases  which  do  not  require  it  at  the  time  of  surgical 
interference,  and  would  have  recovered  without  it.  The  other 
set  of  cases  that  are  just  as  successful  are  those  operated  on 
between  attacks,  and  unless  there  is  something  very  extraordi- 
nary present  they  all  recover. 

I  entirely  agree  with  what  has  been  said  by  the  essayist,  that 
all  cases  of  appendicitis  should  not  be  operated  upon  immediately 
after  the  attack,  because  there  will  always  be  adhesions,  and  these 
adhesions  diminish,  so  that  as  time  goes  on  an  operation  for  the 
removal  of  the  appendix,  done,  say,  a  month  after  the  attack, 
will  be  very  simple ;  whereas,  immediately  after  the  attack  it 
would  have  been  much  more  difficult.  The  adhesions  are  very 
vascular,  and  drainage  is  usually  required  after  an  operation  fol- 
lowing immediately  the  attack  ;  whereas  a  month  later  everything 
can  be  closed,  and  the  section  is  a  comparatively  simple  one.  I 
do  not  mean  to  suggest  that  any  abdominal  section  is  simple, 
because  we  have  to  consider  the  preparation  of  the  patient,  the 
investigation  of  the  kidneys,  the  preparation  of  the  bowels  and 
skin,  the  preparation  of  the  patient  locally  the  day  before  opera- 
tion, and  then  at  the  time  of  the  operation  the  preparation  of 
the  dressings.     All  these  things  we  recognize  as  necessary  parts 
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of  an  operation.  A  section  is  not  a  simple  thing,  becau 
undertake  to  do  something  that  directly  involves  the  patient's 
life,  and  the  only  reason  we  do  it  at  all  is  because  there  is  some- 
thing worse  inside,  and  in  order  to  do  the  operation  with  the 
least  danger  we  go  through  this  preparation  of  the  patient.  It 
is  my  habit  always  to  \.  iew  a  ease  of  appendicitis  as  I  do  anything 
else  which  may  involve  the  life 'of  my  patient.  It  is  not,  in  my 
opinion,  under  any  circumstances  a  simple  procedure.  We  recog- 
nize the  gravity  of  the  operation,  and  We  take  precautions  and 
make  preparations  to  avoid  doing  any  operation  which  may  he  in 
itself  fatal. 

In  regard  to  the  conclusion  that  after  the  third  day  it  is  prob- 
ably unwise  to  do  an  operation,  I  am  not  able  to  tell  what  is 
going  on  inside  of  the  belly  by  the  third  day.  There  may  be  an 
3S ;  there  may  be  infected  fluid  which  is  shut  off  by  more 
or  less  dense,  strong  adhesions.  To  leave  that  inside  with  the 
possibility  of  having  a  rupture  take  place  is  extremely  wrong. 
It  is  largely  a  question  of  a  careful  and  accurate  diagnosis.  1 
know  that  I  cannot  always  make  a  diagnosis  as  to  what  is  going 
to  happen  about  an  inflamed  appendix  within  three  days.  1  am 
utterly  unable  to  make  a  prognosis,  and  if  an  individual  has  been 
ill  for  three  days,  and  that,  therefore,  I  should  not  operate  Bave 
between  the  attacks,  I  am  going  beyond  what  I  know.  It  is 
true,  in  some  cases  I  think  I  can  tell ;  but  it  is  beyond  my  diag- 
nostic power  to  know  what  is  taking  place  within  the  abdomen 
in  all  cases.  It  is  a  question  of  seeing  the  patient  very  often.  In 
some  cases  a  fatal  peritonitis  will  take  place  between  two  visits. 
Those  are  the  cases  where  there  is  infected  fluid  somewhere 
walled  off  by  adhesions,  these  adhesions  give  way,  and  the  Beptic 
material  (it  may  be  only  serous)  is  poured  into  the  general  peri- 
toneal cavity,  followed  by  general  infection.  It  is  best  to  operate 
before  anything  happens.  It  is  good  to  operate  between  attacks); 
but  when  an  attack  is  present  it  is  a  volcano.  I  watch  the 
it's  temperature  and  pulse,  and  I  operate  when  I  think 
there  is  cause  for  it,  letting  the  patient  get  over  his  attack  if  he 
can,  because  I  will  operate  more  successfully  if  he  lint 

if  his  temperature  and   puL  lo  not   continue  to  imp 

thru  I  operate,  no  matter  what  the  day  of  disease  may  be. 

Db.  J.  Wkslky  Uovf;!:,  of  Washington,  D.  C. — I  believe  the 
rules  that  Dr.  Cartledge  lias  formulated  from  his  wide  experience 
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in  this  line  of  work  are  as  nearly  correct  as  any  Bet  of  nil 
be.     That  is  all  I  have  to  Bay  on  the  Bubject. 

Db.  II.  II.  Grant,  of  Louisville,  Ivy. — I  have  long  been  of 
the  impression  that  in  order  to  secure  the  well-being  of  the  patient 

some  definite  rules  should  be  formulated  and  accepted  by  the  sur- 
gical profession  and  presented  to  the  general  practitioner  as  data 
from  which  conclusions  could  be  drawn,  so  as  to  insure  to  the 
general  practitioner  the  security  of  his  patient,  and  I  have  long 
believed  that  the  uncertainty  in  the  minds  of  surgeons  was  the 
occasion  of  the  failure  on  the  part  of  the  general  practitioner  to 
co-operate  with  them  and  to  allow  them  to  perform  operations  at 
the  time  their  judgment  indicated.  I  have  been  unwilling  to 
subscribe  to  any  positive  dictum  which  declares  that  operation 
should  be  done  in  the  first  twenty-four  or  first  thirty-six  hours, 
because,  as  we  all  know,  this  is  a  period  in  which  the  disease  is 
only  progressing  to  its  height.  This  is  a  time  in  which  it  is  diffi- 
cult to  persuade  the  members  of  the  family  and  the  general  prac- 
titioner that  the  patient  will  not  safely  pass  through  the  attack. 
It  leaves  in  the  mind  of  the  general  practitioner  the  very  strong 
probability  that  his  patient  will  pass  into  that  period  which,  after 
the  fourth  day,  Dr.  Cartledge  declares  the  patient  should  be  let 
alone.  I  firmly  believe  that  if  all  patients  were  under  the  care 
of  a  skilful  surgeon  and  operated  upon  in  the  first  twenty-four 
or  thirty-six  hours,  the  mortality  would  certainly  be  materially 
reduced.  I  believe,  at  the  same  time,  that  this  ideal  cannot  be 
reached,  nor  can  the  general  practitioner  be  made  to  accept  it  as 
the  treatment  to  which  he  desires  to  subject  his  patient ;  conse- 
quently, I  am  afraid  to  accept  positive  dicta  of  this  kind,  and 
have  been  disposed  to  believe  that  it  is  better  to  allow  the  patient 
to  be  watched  carefully  by  the  surgeon  during  the  first  twenty- 
four  or  thirty-six  hours,  if  he  continues  to  do  well,  and  if  at  the 
end  of  this  time  his  symptoms  do  not  indicate  that  they  have 
reached  their  height  or  have  not  begun  to  decline,  an  operation 
should  be  done.     On  this  question  I  differ  with  Dr.  Cartledge. 

With  respect  to  the  second  conclusion  he  arrived  at,  that 
patients  should  not  be  operated  upon  after  the  fourth  day,  I 
believe  a  little  more  discretion  should  be  allowed  the  surgeon 
than  his  statement  would  indicate  he  is  disposed  to  grant.  A  num- 
ber of  patients  after  the  fourth  day  are  very  siek.  This  is  the 
time  when   there  is  great  anxiety  in  the  family  and  in  the  mind 
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of  the  general  practitioner,  [t  is  the  time  when  the  general  Bur- 
geon assumes  a  very  distressing  amount  of  responsibility  in  de- 
clining to  operate  upon  a  patient  who  is  in  a  grave  condition.  If 
he  declines  to  do  anything,  and  the  patient  does  not  get  well,  he 

takes  the  odium  of  responsibility  at  a  time  when  everybody  else 
is  disposed  to  shift  it  upon  his  shoulders.      This  is  the  time  when 
the  practitioner  wants  an  operation  done.     If  anything  is  to  he 
done,  he  thinks  it  should  he  done  then.      In  a  considerable  num- 
ber of  cases  where  the  progress  of  the  disease  is  not  in  a  measure 
arrested  ;  where  the  temperature  continues  to  be  high,  especially 
if  distention  of  the  abdomen  continues,  an  operation  had  better 
be  undertaken  than  to  wait  in  the  hope  that  general  peritonitis 
or  rupture  will  not  take  place.     For  this  reason  I  am  disposed 
to  operate  upon  cases  after  the  fourth  day  where  the  symptoms 
increase  in  gravity,  rather  than  take  the  chances,  which,  accord- 
ing to  the  statistics  that  Dr.  Cartledge  gives  from  the  literature 
of  the  subject,  appear  to  indicate,  will  terminate  even  more  favor- 
ably without  operation.     My  experience  is  very  favorable  as 
regards  operations  done  under  conditions  of  this  kind,  and  they 
are  not  so  disastrous  as  reported  in  the  paper  by  Dr.  Cartledge. 
With  respect  to  operation  during  general  peritonitis,  I  have 
been  rather  fortunate  recently  in  operating  on  two  cases  for  gen- 
eral peritonitis,  although  I  am  not  disposed  to  say  that  my  expe- 
rience will  serve  as  a  guide  in  future  work  along  this  line  ;  at  the 
same  time,  I  have  always  felt  that  an  individual  affected  with  a 
general  inflammation  of  the  peritoneum  is  in  an  almost  hopeless 
condition.     As  we  have  learned  here  to-day,  it  is  impossible  to 
determine  the  character  of  the  peritonitis,  and  whether  or  not  the 
abscess,  the  result  of  perforation,  has  caused  it,  or  whether  the 
general  septic  condition  has  resulted  in  septicaemia,  cannot  be 
determined.     Under  those  circumstances  I  feel  it  is  our  impera- 
tive duty  to  give  the  patient  a  chance  from   an   incision  of  the 
simplest  character  and  the  drainage  so  obtained.     This  Is  not 
ether  a  question  of  theory,  but.  as  I   have  previously  said, 
recently  I  have  seen  two  cases,  both  of  them  of  the  mosl  des- 
character,  each  presenting  upon  incision  evidences  of  per- 
foration, and  one  of  them  gangrene  of  the  appendix.     In  both 

instances  the  appendices  were  entirely  loose  in  the  peritoneal 
cavity,  and  in  both  instances  fecal  concretions  were  washed  out 
by  irrigation  after  the  incision  was  made. 
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These  three  conclusions  at  which  Dr.  Cartledge  has  arrived, 
it  appears  to  me,  are  at  least  susceptible  of  some  question,  and  I 
am  not  disposed  to  accept  them  as  positive  conclusions, 
the  other  conclusions,  in  a  general  way,  I  have  felt  that  his  paper 
has  indicated  a  very  wise  course  to  pursue,  and  the  individual 
experience  of  each  Burgeon  will  of  necessity  control  him  a 
deal  in  his  operative  step>. 

Dr.  William  E.  Parker,  of  New  Orleans,  La. — I  do  not 
know  of  any  condition  that  calls  for  greater  judgment  on  the 
part  of  the  surgeon  than  appendicitis.  I  believe  that  there  are 
of  appendicitis  that  can  be  safely  waited  on,  while  there  are 
others  on  which  we  cannot  operate  too  soon.  To  decide  as  to 
which  cases  to  operate  on  and  which  cases  to  let  alone,  depends 
upou  the  judgment  and  experience  of  a  given  surgeon.  I  agree 
with  what  Dr.  Cartledge  had  to  say  in  reference  to  conclusion 
No.  1.  As  to  conclusion  No.  2,  I  think  each  individual  case 
must  be  taken  on  its  own  merits,  and  that  no  hard  or  fast  rule 
should  be  made  as  to  whether  the  case  should  be  operated  on  in 
twenty-four  hours  or  not.  I  have  seen  cases  that  have  gotten 
well  without  operation,  where  I  thought  no  operation  should  he 
attempted,  and  I  have  seen  others  where  wre  could  not  open  the 
abdomen  too  soon.  I  agree  fully  with  conclusion  No.  3.  As  to 
conclusion  No.  4, 1  believe  laparotomy  and  washing  out  the  belly 
and  using  drainage  will  offer  a  good  deal  more  than  stimulants 
or  purgatives.  I  fully  coincide  with  him  as  to  the  other  conclu- 
sions, and  taking  them  all  in  all,  they  are  about  as  safe  to  follow- 
as  any  I  know  of.  There  is  no  class  of  surgical  troubles  where 
-hould  be  taken  on  their  own  individual  merits  more  than 
in  this  disease. 

Dr.  Howard  A.  Kelly,  of  Baltimore,  Md. — Everyone  prac- 
tising gynecology  will  remember  the  facts  in  regard  to  extra- 
uterine pregnancy.  We  now  know  that  a  great  many  patients 
with  extra-uterine  pregnancy  in  which  rupture  has  taken  place 
have  severe  colic  at  the  menstrual  period.  Although  patients 
may  recover  from  extra-uterine  pregnancy,  we  believe  in  oper- 
ating at  once  whenever  the  patient  has  such  a  condition.  That 
is  also  my  position  in  regard  to  appendicitis.  If  it  is  known 
argumentum  ad  hominem  that  I  have  appendicitis  I  want  to  be 
operated  upon  at  the  earliest  possible  moment,  as  soon  as  a  com- 
petent surgeon  gets  to  me ;  and  I  should  insist  on  operating  in 
all  cases  as  soon  as  the  diagnosis  is  made,  without  reference  to 
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the  stage  of  the  disease.  I  believe  the  times  designated  by  Dr. 
Cartledge  are  most  favorable  for  operation,  but  I  should  not 
hesitate  to  operate  at  any  other  time.  If  oil  the  third  or  fourth 
day,  or  later,  we  arc  going  to  operate  upon  a  ease  of  appendicitis 

and  wish  to  follow  the  most  convenient  route — if  this  diagram 
represents  roughly  the  area  of  induration— I  should  make  the 
incision  over  the  point  of  greatest  prominence.  In  many  i 
especially  those  in  which  it  is  impossible  to  determine  the  exact 
extent  of  the  disease,  I  should  make  the  first  incision  nearer  the 
semilunar  line  into  the  peritoneal  cavity,  so  that  through  this 
incision  the  limits  of  the  disease  may  be  made  out.  Finally, 
make  a  parallel  incision  an  inch  and  a  half  away,  getting  at  the 
inflamed  area,  and  if  there  is  pus,  to  the  head  of  the  caecum, 
putting  in  a  drain,  after  making  vigorous  attempts  to  get  out  the 
appendix.  I  have  found  this  second  incision  of  extreme  value 
in  such  cases.  In  a  few  instances  I  would  open  the  abscess  trans- 
peritoneal!}'. We  cannot  always  tell  when  general  peritonitis 
exists.  We  have  found  general  peritonitis  where  we  did  not 
know  it  existed  when  the  operation  was  begun.  If  the  patient 
is  in  good  condition,  the  coils  of  bowel  can  be  taken  out  and 
wiped  off  carefully.  If  the  case  is  an  asthenic  one,  I  wash  out 
freely,  using  extensive  drainage,  and  feeling  sure  I  can  occasion- 
ally save  cases  under  such  circumstances. 

Dr.  W.  B.  Rogers,  of  Memphis,  Tenn. — I  do  not  know  that 
I  can  add  anything  of  particular  interest  to  what  has  already 
been  said  regarding  this  subject.  I  fully  concur  with  the  other 
gentlemen,  that  these  rules  are  as  good  and  a;  sound  as  any  that 
can  be  laid  down  for  appendicitis,  but  I  should  like  the  privilege 
of  making  as  many  exceptions  to  each  rule  as  appeared  satisfac- 
tory to  me  at  the  time.  I  am  to  a  great  extent  a  subscriber  to 
the  rule  that  operation  for  appendicitis  should  be  done  at  once 
or  as  soon  as  we  get  ready  for  it,  with  this  exception,  "  if  there 
is  no  contraindication  to  it."  I  have  been  called  to  cases  where 
the  indications  to  operate  were  as  clear  as  possible;  at  the  same 
time,  the  indications  were  that  the  patient  would  die  on  the  table. 
I  do  not  believe  such  cases  should  be  operated  on.  I  COB 
am  unable  to  tell  which    case   IS   to   be  a  perforative   case.       It  IS 

dingly  difficult  to  lay  down  definite  rules  and  follow  them. 
The  particular  case  and  condition  of  the  patient  should  guide 

Ufi  at  the  time.      I  have  never  -ecu  anv  set  of   rules  that   I  could 


WHEN  SHOULD  WE  OPERATE  FOB  APPENDICITIS 

subscribe  to  with  any  degree  of  satisfaction.  It  is  much  like 
rule-  laid  down  for  operation  in  cases  of  injuries  of  the  skull  ; 
the  rules  look  very  nice  on  paper,  but  when  you  an-  confronted 

with  a  particular  case  you  must  exercise  some  discretion  and  not 
rely  on  rules. 

Dr.  I.  B.  STONE,  of  Washington,  D.  C. — It  seems  to  me  that 
I)]-.  Rogers  covered  the  ground  very  nicely  when  he  said  that  we 
could  not  follow  any  set  of  rules  in  our  surgical  work.  Rules 
are  admirable  for  the  purpose  of  discussion,  but  not  for  surgical 
practice.  When  we  are  called  to  see  a  patient  we  are  guided 
largely  by  the  indications  of  that  particular  case  rather  than  by 
any  formulated  rules.  Every  one  of  us  will  exercise  great  care, 
and  although  we  may  have  a  set  of  rules  before  us,  we  will  either 
forget  or  disregard  them  and  apply  our  judgment  to  the  case  in 
hand. 

Dr.  Kelly  mentioned  a  point  with  regard  to  the  presence  of  an 
infected  area  about  the  appendix,  which  I  desire  to  emphasize. 
I  think  Dr.  Kelly  would  keep  inside,  as  far  as  possible,  the 
infected  area,  and  if  pus  be  present  drain  it.  He  would  scarcely 
take  the  time  to  break  up  the  adhesions  and  attempt  a  perfect 
toilet  of  the  appendix  or  bowel.  I  believe  that  is  the  position  he 
takes,  and  it  ought  to  be  the  position  of  all  of  us  when  such  a 
condition  exists.  In  a  large  number  of  cases  men  have  advo- 
cated breaking  up  adhesions  resolutely  and  determinately,  de- 
stroying every  vestige  of  adhesions  between  bowel  surfaces,  and 
making  a  perfect  toilet.  I  am  glad  to  see  that  surgeons  are  not 
disposed  to  take  such  a  view  of  appendicitis  to-day.  We  have 
gotten  beyond  that.  Nature  may  have  walled  off  the  area  of 
infection,  and  if  we  separate  adhesions  in  such  cases,  we  may 
extend  the  inflammatory  area,  which  may  result  in  septic  peri- 
tonitis. 

In  regard  to  general  peritonitis,  it  seems  to  me  there  is  a  ten- 
dency to  lay  aside  what  we  have  heretofore  considered  as  well- 
established  surgical  principles,  one  of  which  is  drainage.  In 
of  localized  septic  peritonitis  the  indications  are  clear  to 
give  exit  to  pus  or  septic  serum,  which  will  inevitably  in  the 
vast  majority  of  instances  infect  the  general  peritoneum.  In 
such  cases  I  contend  that  no  harm  can  be  done  by  incision  and 
a  certain  amount  of  gauze  or  tubular  drainage;  but  great  harm 
can  be  done  where  we  ignore  that  surgical  principle  and  let  the 
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patient  take  her  chances.    I  am  disposed  to  agree  with  Dr.  Cart- 
Ledge  with  reference  to  what  he  1ms  said  regarding  this  ph 
the  Bubject. 

Before  taking  my  seat  I  wish  to  call  attention  to  an  excellent 
paper  which  recently  appeared,  I  think,  in  the  Ameri 
cological  and  Obstetrical  Journal,  by  Dr.  Webster.  I  consider  it 
one  of  the  most  important  contributions  to  the  treatment  of  infec- 
tious disease  of  the  peritoneum  that  T  have -ecu  for  several  years. 
I  do  not  wish  to  say  anything  against  the  wisdom  of  flushing  the 
abdominal  cavity  or  of  using  salt  solution  ;  but  if  a  sate  and 
efficient  germicide  can  be  introduced  into  a  peritoneum  which  we 
know  to  be  infected,  and  that  agent  will  prohibit  the  develop- 
ment of  germs  or  infections  processes,  surely  it  is  an  agent  for 
which  we  are  looking.  Webster  has  shown  by  experiments,  in 
which  lie  has  deliberately  infected  the  cavities  of  certain  animals, 
notably  dogs,  with  the  streptococcus  and  other  cultures,  that  he 
has  prevented  death  in  those  animals  from  peritonitis  by  the 
injection  of  formalin  solution.  If  you  have  not  read  this  inter- 
esting contribution  I  would  urge  you  to  do  so.  It  looks  to  me 
that  possibly  at  the  next  meeting  of  this  Association  some  of  our 
members  will  be  able  to  add  further  important  information  on 
this  subject. 

Dr.  Richard  Douglas,  of  Nashville,  Tenn. — I  would  like  to 
ask  Dr.  Kelly  if  he  intended  to  convey  the  idea  that  he  would 
leave  the  appendix  undisturbed  only  in   circumscribed 
that  when  there  is  communication  with  the  general  peritoneal 
cavity  he  would  even  then  sometimes  leave  the  appendix? 

Dr.  Kelly. — I  would  not  make  a  prolonged  search  for  the 
appendix  in  such  cases,  if  it  was  difficult  to  find  it. 

Dr.  DOUGLAS. — I  will  only  discus<  that  feature  of  the  paper. 
I  do  not  think  our  practice  would  establish  the  correctness  of  the 
view  taken  by  Dr.  Stone.  Where  the  adhesions  are  circum- 
scribed and  there  is  ultimately  an  area  of  infection,  we  should 
be  content  in  doing  sufficient  to  save  the  patient's  life  at  the 
time.  But  I  maintain  that  where  there  is  evidence  of  general 
peritoneal  infection  and  a  communication  with  the  general  peri- 
tonea] cavity,  with  a  pus  area  or  open  gangrenous  slough  in  the 
appendix,  under  all  circumstances,  no  matter  what  the  adhesions 
may  be,  we  BBOllld  remove  the  appendix  where  there  is  a  com- 
munication with  the  general  peritoneal  cavity.      But  where  it  is 
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circumscribed,  our  manipulations  should  be  sufficient  for  the 
ssities  of  the  case. 

Dr.  Kelly. — I  am  busily  engaged  in  collecting  certain  statis- 
tics of  foreign  bodies  in  the  appendix,  and  I  shall  he  glad  to  hear 
from  any  of  the  members  personally  of  interesting  cases  that 
they  may  know  of.  It  may  be  surprising  to  the  members,  but 
the  common  pin  is  the  only  body  which  is  found  with  any  par- 
ticular frequency.  I  have  collected  about  twenty-six  cases  due 
to  this  form  of  mechanical  irritant.  It  is  found  more  frequently 
than  any  other  foreign  body,  excluding  fecal  concretions. 

Dr.  F.  W.  Parham,  of  New  Orleans,  La. — My  experience 
with  appendicitis  has  not  been  extensive  enough  to  go  over  the 
ground  with  anything  like  thoroughness,  but  I  would  like  to  say 
that  I  believe  appendicitis  should  be  considered  as  a  surgical  dis- 
ease, and  that  all  the  medical  treatment  required  to  be  given  the 
surgeon  should  be  competent  to  give.  I  believe,  too,  that  when 
it  is  decided  to  operate  upon  a  case  the  operation  should  be  done 
as  thoroughly  as  the  safety  of  the  patient  will  permit.  I  have 
recently  seen  a  case  which  impressed  this  thoroughly  upon  my 
mind.  I  opened  what  appeared  to  be  a  simple  appendicitic 
abscess,  but  before  packing  the  wound,  I  thought  it  better  to 
make  further  search  ;  in  manipulating  the  abdomen  on  the  other 
side  quite  a  quantity  of  pus  discharged  itself  into  the  wound. 
The  abdomen  was  only  slightly  distended.  I  suspected  intra- 
peritoneal pus.  I  made  an  incision  on  the  other  side  in  the  semi- 
lunar line,  pulled  some  coils  of  intestine  out  and  found  no  pus. 
I  closed  this  and  went  back  to  the  original  wound.  I  searched 
still  further  in  the  wound,  enlarging  it ;  a  number  of  coils  of 
intestine  came  down  into  the  wound  and  became  slightly  smeared 
with  pus.  Finally,  I  succeeded  in  getting  my  finger  into  the 
pelvis  and  found  there  a  half-pint  of  pus.  I  washed  it  out  and 
made  further  search  for  the  appendix.  I  irrigated  freely.  I 
inserted  a  tube  through  the  abdominal  cavity,  the  peritoneal 
cavity  being  well  packed  off  with  gauze  from  the  upper  end  of 
the  incision,  which  extended  up  nearly  to  the  liver,  backward 
to  a  point  just  inside  the  vertebral  column,  and  effected  drainage 
through  that.  The  patient  made  a  good  recovery.  This  case, 
of  course,  impressed  me  with  the  possibility  of  ignoring  to  a 
certain  extent  infection  of  a  limited  surface  of  intestinal  perito- 
neum.    I  think  those  experiments  carried  on  in  Baltimore  show 
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that  a  certain  amounl  of  infection  may  exist  with  impunity, 
cially  where  Bait  solution  is  used.     But  we  have  not  yet,  at  Least 
I  have  not,  arrived  at  that  point  where  I  feel  I  can  safely  disre- 
gard that  general  surgical   principle  which  I  believe  is  now  well 
established,  that  in  well-defined   localized   ah  pith  a  wall 

all   about,  we  should   desist   from  searching  for  the  appendix  at 
the  time,  and  do  only  what  is  necessary  to  save  the  patient's  life. 

Dr.  Cartledge  (closing  the  discussion). — Just  a  word.  The 
so-called  rules  in  this  paper  were  really  conclusions  based  upon 
a  study  of  observations  in  the  different  stages  of  th"  diseac 
will  say,  that  if  the  members  insist  on  calling  these  rules,  they 
are,  like  all  good  rules,  made  to  be  broken,  and  the  latitude  given 
was  great.  We  all  recognize  that  we  cannot  lay  down  hard-and- 
fast  rules.  I  arranged  my  thoughts  into  conclusions,  for  we 
know  much  difference  of  opinion  prevails  at  the  present  time  in 
regard  to  dealing  with  this  affection.  The  surgical  profession  is 
in  a  rather  hopeless  state  of  disagreement  apparently.  The  pro- 
fession at  large,  knowing  that  we  are  doing  these  operations,  is 
guided  by  one  or  the  other  of  these  opinions.  We  have  men  who 
are  supposed  to  be  in  a  position  to  give  good  advice,  some  of 
them  advising  that  we  operate  on  every  case  of  appendicitis  as 
soon  as  the  diagnosis  is  made.  A  man  who  has  never  performed 
but  a  half-dozen  operations  for  appendicitis  applies  that  rule  to 
every  case.  He  says  it  matters  not  at  what  stage  he  sees  tin 
The  case  may  be  one  of  hopeless  general  peritonitis,  or  the  for- 
mation of  a  dangerous  abscess  on  the  fourth  day,  when  he  is 
incompetent  to  deal  with  it.  He  does  not  understand  the  wall- 
ing off  of  the  peritoneum  like  an  experienced  abdominal  surgeon. 
The  patient's  life  is  lost  under  such  circumstances,  when  in  all 
probability  statistics  would  show  that  the  patient  would  get 
the  attack  and  be  operated  on  at  some  future  time. 

This  question  is  a  serious  one.    We  must  acknowledge  the  com- 
petency of  Richardson  to  make  observati  is  a  man  who 
ting   the  truth.      I  do  not    know  of  any  one  man  who  has 
really  had   this  subject  at  heart  a-  he  has,  and   he  believes  that 

from  the  third  to  the  eighth  or  tenth  day  will  p 
without  operation   than  with  it.     Of  course,  this  does  not  apply 
to  appendicitis  at  large.      No  one  can    tell   the   first    twenty-four 
hours  a  given  course  of  the  disease.     Given  a  slowly  prog 

i  little  thickness  with  constitutional  disturbance,  I 
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believe  every  Burgeon  would,  operate.     What  we  Deed  la  I 
rules  of  action  in  a  general  way  better  formulated  in  our  minds, 

and  do  away  with  the  dictum  that  has  been  spread  broadcast  that 
we  should  operate  on  every  case  as  soon  as  the  diagnosis  is  made, 
whether  it  he  the  first,  the  fifth  day,  or  any  other  time  That  is 
not  good  practice. 

If  in  operating  upon  one  hundred  cases  with  a  temperature  of 
L03  and  pulse  110  in  acute  sepsis,  where  there  is  walling  off, 
you  have  ten  deaths,  if  you  can  get  as  good  statistics  as  Rich- 
ardson has  collected,  14(.)  cases  with  such  recoveries  without  oper- 
ation, it  is  your  duty  not  to  operate  on  them.  I  do  not  approach 
these  cases  with  the  dread  that  I  formerly  did,  still  I  lose  a  patient 
every  now  and  then.  AVe  have  a  rather  disappointed  experience 
in  seeing  cases  of  localized  peritonitis  eventually  terminate  in  a 
general  septic  peritonitis,  and  we  feel  in  a  measure  that  opera- 
tion is  responsible  for  this  condition. 

Dr.  Tiffany  says  that  he  does  not  subscribe  to  operation  for 
appendicitis  in  the  first  twenty-four  hours,  because  he  is  not  able 
to  tell  what  form  of  the  disease  we  have.  That  is  the  very  rea- 
son I  operate  so  early,  because  we  get  rid  of  the  danger  of  the 
case  becoming  a  fulminating  one — a  form  of  the  disease  which  is 
so  insidious  that  we  may  lose  the  patient  in  a  night.  He  also 
says  it  is  best  to  watch  the  case  during  the  first  two  or  three  days. 
When  a  man  has  a  pulse  of  90,  a  rigid  abdomen  in  the  region  of 
the  appendix,  and  the  diagnosis  is  unmistakably  made  of  appen- 
dicitis, it  is  better  to  operate.  If  we  make  the  diagnosis  this 
afternoon,  let  us  get  things  ready  and  operate  this  evening. 
Every  good  surgeon  breaks  hard-and-fast  rules,  because  the  con- 
ditions in  some  cases  are  so  manifold  that  we  cannot  enumerate 
them.  Dr.  Kelly  would  operate  as  soon  as  the  diagnosis  is  made, 
and  I  would  like  to  say  that  this  is  a  matter  of  personal  equation. 
I  have  no  doubt  that  Dr.  Kelly  has  operated  many  times  for 
appendicitis,  and  has  operated  many  more  times  for  interval 
appendicitis  than  for  the  acute  disease.  Every  surgeon  who  has 
operated  much  in  the  interval  for  appendicitis  is  impressed  with 
the  slight  danger  attending  operation. 
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By  George  B.  Noble,  M.D., 
Atlanta,  Oa. 


To  facilitate  analysis  this  subject  has  been  divided  Into  two 

classes,  viz.:  ureteral  anastomosis  and  ureteral  implantation. 
The  first  embraces  all  end-to-end  and  end-to-side  unions  of 
the  ureter;  the  second,  transplantation  of  the  ureter  and 
burying  of  its  extremity  into  the  bladder  or  other  hollow 
ira  of  the  abdomen.  These  expressions  have  been  selected 
on  account  of  their  simplicity,  which  makes  them  fittingly 
applicable. 

Prior  to  1886  I  find  no  record  of  success  in  work  of  this 
kind.  In  that  year,  however,  Schopf  cut  a  ureter  in  remov- 
ing a  cyst  of  the  broad  ligament.  He  made  a  successful  end- 
to-end  union  with  fine  silk  sutures,  displaying  originality  and 
ability  in  successfully  coping  with  so  formidable  an  accident. 

Four  years  later,  1890,  Hochenegg  made  a  resection  of  the 
ureter  in  doing  a  hysterectomy  for  cancer,  but  happily  joined 
the  ends.  His  patient  had  a  fatal  hemorrhage  on  the  twen- 
tieth day. 

In  1891-92  Fritsch  followed  with  a  successful  case.  The 
next  year  Kelly  mistook  the  ureter  for  an  enlarged  vein, 
Ligated  and  severed  it,  but  united  it  end-to-side,  after  Van 
Hook's  method,  thus  doing  the  first  successful  case  in  Am 

Cushing  followed  in  1893,  but  using  a  deficiency  of  sutur<  - 
(three),  had  leakage.     I  lis  patient  subsequently  recovered. 

Taufer  did  two  cases,  1893  and  L894.  Tic  fust  was  cut 
in  removing  an  intraligamentous  cyst ;  the  second  was  seven  'I 
by  mistaking  a  bluish  tumefaction  for  a  tumor.  He  unite! 
them   end-to-end   on  a  segment  of  catheter  to  which  a  Btring 
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was  attached  for  the  purpose  of  removing  it  before  tying  the 
last  three  sutures. 

Emmet  (B.)  cut  the  ureter  while  removing  a  tumor  in  the 
lumbar  region,  ami   repaired  it  by  the  Van  Hook  method. 
Tiiis  is  the  highest  point  at  which  anastomosis  has  ever 
done. 

Doherty  did  the  Van  Hook  operation  in  1895. (?)  Robin- 
son (Mayo)  had  success  in  splitting  the  lower  segment  and 
invaginating  the  upper  into  it. 

Bovee,  April  20,  1896,  cut  the  ends  obliquely  and  made 
cartful  coaptation  by  close  stitching  with  small  sutures.  Over 
these  he  introduced  longer  ones  to  relieve  the  tension. 

July  2.  1898,  the  writer  ligated  the  ureter  with  the  ovarian 
vessels  and  Fallopian  tube  in  a  case  of  large  extraperitoneal 
fibroma  This  was  the  very  first  ligature  applied  in  doing 
the  hysterectomy.  The  bladder  end  was  split  about  three- 
eighths  of  an  inch,  as  much  of  the  mucous  membrane  as  could 
be  drawn  out  was  cut  away  ;  then  the  upper  or  kidney  end  of 
the  ureter  was  invaginated  into  it,  using  a  mattress  suture  for 
the  purpose.  The  split  was  then  closed  with  fine  sutures, 
making  a  snugly  fitting  cuff  around  the  opposing  end,  with 
no  mucosa  intervening.  Small  silk  was  used  to  stitch  the 
raw  edge  of  the  inferior  segment  around  and  to  the  sides  of 
the  upper  section.  A  peritoneal  cuff  was  thrown  around  the 
joint  thus  made,  and  the  ureter  buried  behind  the  peritoneum. 
The  entire  work  was  conducted  with  the  aid  of  a  ureteral 
catheter,  which  had  been  introduced  through  the  ureter  into 
the  bladder  and  drawn  out  of  the  urethra  with  a  pair  of  for- 
ceps. The  upper  end  was  passed  into  the  kidney  end  of  the 
ureter.  This  served  a  great  purpose,  the  entire  manipulation 
being  greatly  facilitated  by  it.  It  also  prevented  obstruction 
of  the  ureter  by  crowding  down  the  cut  end  of  the  mucosa 
just  below  the  line  of  union.  This  woman  suffered  from 
absorption'of  pus  for  a  number  of  weeks  from  double  pyosal- 
pinx,  was  emaciated  and  thoroughly  septic.  Her  temperature 
just  before  going  upon  the  table  was  103°,  and  had  been  run- 
ning equally  as  high  for  the  time  she  had  been  in  the  hospital, 
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and  perhaps  longer.  Her  pulse  was  130  p  r  minute,  weak 
and  thready.  Thua  this  anastomosis  was  done  with  unfavor- 
able conditions,  hut  witli  BUCCess. 

In  October,  1898,  the  writer  did  a  successful  resection  of 
the  left  ureter  in  a  ease  of  extraperitoneal  extension  of  Bar- 
eoma  of  the  ovary.  About  one-and-a-half  inches  of  the  duct 
was  removed  and  ends  united  as  above,  the  peritoneum 
being  stripped  from  the  entire  left  half  of  the  pelvis.  The 
bladder  was  separated  from  the  upper  portion  of  the  vagina 
and  the  horizontal  rami  of  the  pubic  bones  and  drawn 
up  to  the  left  ileo-pectineal  line  to  cover  over  or  bury  the 
ureter,  and  there  fastened  with  silk  sutures.  In  this  instance 
the  ureteral  catheter  was  introduced  on  the  stylet,  and  being 
thus  stiffened  it  passed  directly  out  of  the  urethra  from  the 
ureter,  thus  dispensing  with  the  use  of  forceps  to  fish  it  out 
of  the  bladder.  Abdominal  and  vaginal  gauze  drains  were 
employed;  no  leakage. 

The  twelve  cases  of  ureteral  anastomosis  were  ultimately 
successful.      One  had  leakage,  but  finally  recovered. 

Schopfs  case  lived  seven  weeks;  Hochenegg's  died  on  the 
twenty-first  day,  but  the  autopsies  proved  both  eases  to  have 
had  successful  union  of  the  cut  ureters. 

The  twelve  eases  were  what  I  have  termed  primary  opera- 
tions— that  i-,  the  ducts  were  repaired  at  the  time  of  the 
injury.  Secondary  operations  for  anastomosis  are  impracti- 
cable on  account  of  shrinkage  of  the  distal  end,  which  natu- 
rally follows  disuse  of  that  segment;  therefore,  no  operations 
of  this  character  have  been  accounted. 

Theoretically,  Van  Hook's  operation  is  the  simplest  ami 
safest,  but  it  is  difficult  to  execute  in  a  normal  ureter.  It 
also  requires  about  a  half-inch  more  in  length  of  the  ureter 
than  the  end-splitting,  as  done  by  Robinson  and  modified  by 
tlie  writer,  or  that  of  oblique  union,  after  Bovee.  The  only 
if  leakage  reported  was  one  of  simple  end-to-end  or  butt 
union  ;  all  the  invaginations,  whether  end-to-ond  or  end-'o- 
side,  made  perfect  recoveries.  Any  of  them  may  be  greatly 
facilitated  by  the  use  of  the  catheter,  as  it  steadies  the  delicate 
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duct,  and  it  gives  to  this  work  that  which  the  "  hollow  keck  n 
of  Thomas  Bryan  or  the  Murphy  button  gave  to  intestinal 

anastom  >sis.  Invagination  is  less  likely  to  result  in  leakage 
than  the  end-to-end  union,  whether  transverse  or  oblique. 
There  seems  to  be  no  common  method  of  operating  applicable 
to  all  cases,  the  conditions  existing  in  one  may  so  modify  its 
requirements  that  the  method  used  in  it  would  not  apply  to 
another  or  simpler  one;  it  is,  therefore,  useless  to  attempt  to 
draw  hard-and-fast  rules,  but  to  incline  to  the  general  prin- 
ciples to  be  obtained;  thus  there  are  several  features  neccs-;iry 
to  success  aside  from  thorough  asepsis.  First,  perfect  coap- 
tation or  invagination;  this  must  be  done  in  such  a  way  that 
no  mucous  membrane  can  slip  between  the  two  ends  of  the 
ureter.  Second,  the  ureteral  artery  should  be  preserved  in 
its  continuity  to  the  ends  of  the  ureter.  Serious  injury  to 
this  vessel  will  cause  the  ureter  to  perish  beyond  the  point 
where  it  ceases  to  receive  its  blood-supply.  Dr.  Kelly  reports 
a  fistula  following  a  very  careful  dissection  of  some  malig- 
nant glands  off  the  ureter  with  catheter  introduced,  saying  he 
must  have  cut  the  ureter.  The  chances  are  that  in  the  dis- 
section the  ureteral  artery  was  injured,  consequently  the  ureter 
sloughed,  for  it  is  not  at  all  probable  that  it  was  injured  when 
so  prominent  and  clearly  outlined  as  it  is  made  by  the  catheter. 
The  ends  of  the  ureter,  therefore,  should  be  cut  back  to  the 
point  where  the  artery  is  intact,  lest  underdiminished  blood- 
supply  and  tension  should  cause  it  to  slough.  Third,  all 
strain  or  tension  must  be  relieved.  Should  union  occur  by 
first  intention,  the  parts  will  separate  as  soon  as  the  sutures 
cut  out  or  release  them,  as  will  be  seen  later  on.  Fourth, 
there  must  be  no  obstruction  to  the  flow  of  urine. 

Implantation.  There  have  been  seventeen  cases  of  im- 
plantation of  the  ureter  into  the  bladder  and  one  into  the 
pelvis  of  the  kidney.  This  operation  is  more  recent  than 
that  of  anastomosis  by  six  years.  Baumm  did  the  first  in 
1892,  making  the  sacro-coccygeal  incision.  His  case  had 
double  ureter  with  congenital  fistula.  Novaro,  in  1893,  cut 
a   displaced   ureter,   but  stitched   it   into   the  bladder.      His 
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oase  had  leakage,  but  ultimately  recovered.  ICrug,  1894, 
did  the  first  American  implantation.  He  cut  the  ureter  in 
an  abdominal  hysterectomy  for  carcinoma  uteri.  Penrose 
published  In  L894  (private  communication  Bays  L893)  his  case 
of  resection  of  an  inch  of  the  ureter  for  carcinoma  uteri. 

Westermark,  May  2,  L894,  did  the  sacro-coccygeal  opera- 
tion, resecting  the  ureter  and  stitching  the  same  into  the  blad- 
der. Abbe's  case,  August,  181)4,  was  not  a  true  implantation. 
He  attempted  to  remove  a  foul  pouch  or  abscess,  but  finding 
the  ureter  involved  desisted,  Btitching  it  to  this  diverticulum 
of  the  bladder.  Krouse,  in  the  summer  of  1894,  did  the 
secondary  operation  for  fistula  following  vaginal  hysterectomy. 
lie  used  tension  sutures,  bringing  them  out  of  the  urethra. 
Kelly  did  implantation  in  October,  1894.  Boldt,  October 
10,  1895,  did  the  secondary  operation  for  fistula,  leaving  the 
catheter  in  the  ureter  to  give  it  support. 

December,  1895,  Baldy  inadvertently  lacerated  a  ureter  in 
removing  a  tubo-ovarian  mass  involving  an  inflamed  and 
softened  broad  ligament.  He  implanted  the  ureter  into  the 
bladder,  and  releasing  the  viscus  from  its  attachment  to  the 
horizontal  rami  of  the  pubic  bone,  tacked  it  to  the  pelvic  wall 
at  the  ileo-pectineal  line  (private  communication).  Polk,  Jan- 
uary 26,  1896,  resected  the  right  ureter  in  an  abdominal  hys- 
terectomy for  cancer.  He  made  the  implantation,  but  had 
leakage.  His  case  ultimately  recovered,  but  subsequently 
died  of  cancer.  He  secured  the  specimen,  which  showed  a 
contraction  of  the  ureteral  outlet  and  hydro-ureter. 

January,  1896,  the  writer  did  the  implantation  for  severed 
ureter.  It  was  included  in  the  ligature  of  the  left  ovarian 
artery.  This  is  the  fourth  instance  in  which  the  ureter  was 
displaced  to  this  extreme  point  and  tied  with  the  ovarian  ves- 
sels. O.  Wit/.el,  spring  of  1896,  did  the  secondary  operation 
for  fistula,  transplanting  the  ureter. extraperitoneal  by  a  more 
direct  or  shorter  route. 

Anna  M.  Fullerton  had  a  case  of  double  ureter  in  which 
both  were  severed  and  implanted  successfully,  March  1<>,  1897. 

Kelly,  January  26,1897,  did  Fritsch's  operation,  but  failed 
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on  account  of  Btipervening  pyelonephritis.  At  another  time 
d  to  operate  for  fistula,  and  in  order  to  determine 
which  ureter  was  injured, cat heterized,  and,  finding  an  obstruc- 
fcion,  concluded  that  that  side  was  injured,  but  it  proved  to  be 
a  strictured  condition  instead  of  a  Bevered  ureter,  bo  he  cut 
the  wrong  one  in  operating  the  second  time  upon  the  same 
and  then  had  resulting  two  fistula?  instead  of  one. 
Later  they  were  relieved  by  a  vaginal  operation. 

Fiirth,  1897,  cut  the  right  ureter  in  abdominal   hysl 
tomy  for  large  fibroid  tumor,  but  succeeded  in  implanting  it 
into  the  bladder.      The  ureter  was  hidden  in  a  mass  of  vari- 

B     veins  and  included  in  the  ligature  that  secured  them. 

One  other  case  was  mentioned  by  H.  T.  Hanks  (in  (Vi- 
sion), but  as  it  has  not  been  published  he  could  send  me  no 
data  (private  communication). 

These  have  been  divided  into  primary  and  secondary  opera- 
tions for  the  purpose  of  better  consideration.  In  the  first 
class  (those  that  were  repaired  at  the  time  of  the  injury)  there 
were  nine  cases  with  one  failure,  and  one  case  of  leakage  which 
finally  recovered,  thus  giving  an  ultimate  success  of  eight 
cases,  or  nearly  89  per  cent.  This  one  failure  was  due  to 
tension  exerted  upon  the  ureter.  The  ninth  day,  when  the 
bladder  was  allowed  to  fill  with  urine  and  assume  its  nor- 
mally globular  shape,  it  pulled  away  from  the  ureter  and 
caused  leakage.  The  bladder  in  this  case  had  been  stripped 
from  its  attachment  to  the  horizontal  rami  of  the  pubic  bones 
and  the  upper  portion  of  the  vagina  and  anchored  to  the  side 
of  the  pelvis.  Everything  went  on  well  till  the  day  above 
mentioned,  when  the  removal  of  the  permanent  catheter  caused 
this  unhappy  result.  Thus  there  is  some  danger  of  failure  in 
the  released  or  displaced  bladder.  It  is  not  a  safe  measure 
when  it  does  not  entirely  relieve  the  tension  upon  the  ureter. 
In  such  circumstances  prolonged  catheterization  is  needful. 
These  results  show  a  very  high  pel  of  success. 

The  primary  operation  is  easy  of  execution,  so  that  if  the 
ureter  i<  long  enough  for  implantation,  and  yet  not  cut  too  low 
in  the  pelvis  for  ureteral  anastomosis,  implantation  should  be 
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the  elect  of  one  who  has  had  do  experience  in  the  work, 
though  anastomosis  gives  the  best  results  in  skilful  hands. 
There  were  eight  secondary  operations  for  implantation, 
ulting  in  three  with  leaka  ultimate  recoveries,  and 

two  complete  failures,  giving  a  percentage  of  75  percent., 
which  is  a  remarkable  showing  for  this  very  trying  kind  of 
surgery.  Two  were  "  partial  success,"  but  ultimately  r< 
ered.  The  secondary  operation  is  a  much  more  formidable 
undertaking.  The  peri-urete>itis,  exudate,  scar  tissue,  and 
false  passages  render  the  work  one  of  exceeding  difficulty, 
as  every  available  centimetre  of  the  ureter  must  be  pre- 
served. Difficult  dissection  may  cause  one  to  desist  and  cut 
the  tube  too  short  for  implantation.  The  skilful  hand 
Kelly  has  had  two  failures,  and  he  abandoned  the  operation 
in  two  other  eases.  According  to  his  experience,  there  is  an 
uncertainty  in  the  reliability  of  the  catheter  as  a  guide,  he 
fearing  to  use  it  in  the  fistulous  opening  lest  infection  of  the 
ureter  and  kidneys  result  from  it.  lie  attempted  to  make 
a  diagnosis  of  the  ureter  involved  by  searching  out  a  healthy 
or  uninjured  one  per  urethram,  but,  encountering  an  obstacle 
in  the  ureter  about  the  base  of  the  broad  ligament,  he  con- 
cluded that  it  must  be  the  injured  one.  Accordingly,  the 
wrong  ureter  was  cut  in  the  operation  and  engrafted  into  the 
bladder,  but  failed.  Perhaps  filiform  bougies  might  have 
prevented  this  error;  or  if  he  had  not  been  satisfied  with 
examining  one  side,  but  had  also  examined  the  other,  he 
would  then  have  discovered  that  obstruction  existed  in  both, 
in  which  case  the  filiform  might  have  been  called  into  use  for 
the  purpose  of  differentiation.  The  urethral  catheter,  though 
dangerous,  is  a  valuable  aid  to  diagnosis,  and  i>  invaluable 
in  this  cla-s  of  work,  but  should  be  used  by  skilful  hands 
and  with  strict  aseptic;  precaution,  as  death  has  followed  its 
introduction  into  a  fistula. 

The  details  of  fixing  the  ureter  into  the  bladder  varied  BO 
greatly  that  it  is  difficult  to  make  a  comparison  of  the  relative 
merit-  of  each.     When  tension  sutures  were  \\<rd,  or  the  ureter 

Bplit  and  stitched  to  the  bladder  at  tic  side-  of  the  incision,  no 
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leakage  occurred.  In  cases  where  the  character  of  sutures  are 
not  mentioned,  there  are  three  with  Leakage.    K rouse  brought 

threads  out  of  the  ureter  to  prevent  the  Btrain  from  dragging 
on  the  bladder,  while  Boldt  let  the  catheter  remain  to  give  the 
ureter  support.  So  it  is  difficult  to  draw  a  satisfactory  conclu- 
sion. Perhaps  preference  should  be  given  to  the  Van  Hook 
method.  Drainage  is  useless  when  the  work  is  well  done,  unless 
there  is  some  tension  upon  the  ureter,  when  it  will  aid  in  fistula 
formation  and  saving  the  life  of  the  patient  in  case  of  failure. 
It  should  be  gauze  freely  applied  and  brought  through  the 
vagina.  In  anastomosis  of  the  ureter  high  up  it  should  be 
inserted  above  the  pelvic  brim.  With  drainage  there  is  lia- 
bility of  infecting  the  sutures,  so  it  should  not  be  placed 
directly  upon  them,  but  in  close  proximity.  It  is,  however, 
a  misfortune  that  prompts  its  use,  for  if  coaptation  is  good, 
no  strain  upon  the  ureter,  and  no  infection  in  the  wound, 
it  is  unnecessary  and  is  liable  to  encourage  failure  by  per- 
mitting infection.  It  was  used  in  six  of  the  seventeen  cases 
of  implantation,  and  leakage  occurred  in  four  of  them.  In 
no  case  where  drainage  was  omitted  has  leakage  occurred. 
It  does  not  follow  that  gauze  drainage  is  the  cause  of  all  fail- 
ures, but  the  percentage  is  so  great  it  cannot  be  passed  without 
notice.  Upon  the  other  hand,  no  operator  is  apt  to  drain  if 
he  feels  satisfied  with  his  work.  So  it  is  presumed  the  drain- 
age cases  were  bad  ones. 

Stricture  of  the  cut  end  does  occur,  as  has  been  shown  by 
Polk's  specimen.  Cystoscopic  examinations  have  been  made 
in  many  of  these  cases,  and  no  tendency  to  stricture  reported. 
But  such  examinations  are  not  thoroughly  reliable.  Doubt- 
less Polk's  case  would  have  shown  no  tendency  to  stricture  if 
it  had  been  examined  by  the  cystoscopy,  but  when  removed 
from  the  body  the  stricture  and  hydro-ureter  were  self-evident 
facts.  To  prevent  this,  either  splitting  the  duct  or  obliquely 
cutting  the  end  will  suffice.  Perhaps  the  latter  is  better, 
on  account  of  the  tendency  of  the  split  to  close  by  granula- 
tion. But  little  harm  can  come  from  strictures  thus  formed 
unless  they  are  exceedingly  tight,  for  in  ordinary  conditions  the 
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urine  is  secreted  bo  slowly  thai  very  small  apertures  will  suffice 
for  its  escape.  While  the  urine  enters  the  bladder  by  hydro- 
static force  as  well  as  by  contraction  of  the  ureter,  this  force 
mav  be  overcome  by  complete  obstruction  temporarily  exist- 
ing in  or  at  the  ends  of  the  ureters.  Excessive  distention  of 
the  bladder  alone  will  not  suffice  to  create  this  condition  ;  it 
necessitates  some  adjuvant  which  i-  not  infrequently  found  in 
kinking  of  the  ureter  from  adhesions  or  fixation  by  exudate 
thrown  out  in  the  process  of  inflammation.  When  existing, 
this  condition  of  affairs  will  fix  or  hold  immobile  a  section  of 
the  ureter,  while  the  lower  extremity  may  be  drawn  upward. 
producing  an  acute  angle  and  obstructing  the  flow  of  urine 
at  the  point  of  fixation.  Again,  hydro-ureter  follows  com- 
pression by  malignant  growths  in  the  broad  ligament-.  The 
writer  saw  double  hydro-ureter  produced  by  obstruction  of 
the  patulous  ends  of  the  ureters  in  a  case  of  loss  of  the  base 
of  the  bladder  (vesico-vaginal  fistula).  Intra-abdominal 
pressure  crowded  the  upper  portions  of  the  bladder  into  the 
fistula,  effectually  shutting  off  the  escape  of  urine  from  the 
uret<  r. 

With  the  exception  of  two  instances  the  ureter  was  buried 
extraperitoneally,  which  no  doubt  is  the  safest  method.  In 
one  case  the  total  operation  was  extraperitoneal;  it  failed, 
however,  on  account  of  death  from  pyelonephritis  (Kelly). 
This  method  (Fritsch's)  is  the  ideal  for  the  secondary  opera- 
tion of  implantation,  the  only  objection  being  the  exposure 
of  the  iliac  vessels  to  the  danger  of  an  infected  wound 
in  case  the  operator  should  be  unfortunate.  In  clean  wounds 
it  does  not  appear  to  add  any  material  ri>!v-  to  strip  these 
vessels  of  fatty  tissue  and  peritoneum,  for  several  timi 
removing  enormous  extraperitoneal  tumors  I  have  exposed 
eternal  and  internal  iliac  vessels  their  fidl  length  with- 
out injury. 

In  addition  to  the  above  there  was  one  implantation  into 
the  pelvis  of  the  kidney,  the  highest  point  at  which  ureteral 
surgery  can  be  done.  This  case  will  be  recognized  as  the 
brilliant  resection  of  a  Btrictured  upper  extremity  of  a  ureter 
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by  Kuster.  Though  the  primary  result  was  not  a  complete 
:  ace  Hint  of  leakage,  he  effected  a  euro  l>y  subse- 
quently closing  the  fistula. 

Of  the  total  number  of  operations  (thirty),  including  K  lis- 
ter's, there  were  three  failures,  or  10  per  cent.,  which  18  a 
remarkably  good  showing  in  such  new  work,  especially  of  an 
organ  that  a  decade  ago  was  considered  beyond  reach  of  the 
surgeon's  skill.  This  estimate  is  fair,  for  there  can  have 
been  but  a  few  operations  not  reported,  unless  failure  has 
dampened  the  ardor  of  the  operators  ;  but  silence  of  this  char- 
acter does  not  pertain  to  this  operation  alone.  These  ii_oncs, 
so  far  as  statistics  go,  are  as  good  as  any,  for  the  work  has 
been  confined  to  skilful  hands  and  honest  men. 

Success  has  nearly  banished  the  practice  of  nephrectomy  in 
injuries  of  the  ureter,  as  those  of  you  who  advocated  it  six 
years  ago  at  Louisville  show  by  your  radical  change  of  views. 
The  merits  of  each  case  must  decide  the  operation  best  fitted 
for  its  repair.  If  a  primary  operation,  the  point  at  which 
the  ureter  is  cut  will  probably  decide  it.  High  injuries  pre- 
clude implantation  and  tend  to  make  anastomosis  easy  ;  those 
inflicted  at  a  point  very  low  down  or  close  to  the  bladder  ren- 
der anastomosis  difficult  and  favor  implantation.  Between 
these  there  is  a  line  of  demarkation  not  well  defined  that  will 
allow  of  some  latitude  of  selection,  so  that  the  operation  easiest 
to  accomplish  should  be  done.  When  a  long  section  has  been 
removed  it  renders  it  either  impracticable  or  the  problem  a 
vexed  one.  Fortunately,  such  cases  must  be  rare,  for  the  dispo- 
sition of  the  proximal  ureter  then  becomes  a  serious  question. 
Intestinal  implantation  has  its  dangers  and  discomforts.  Skin 
implantation  means  all  the  distress  of  repulsive  fistuhe,  though 
it  affords  ample  time  for  reflection.  Switching  it  across  to 
the  opposite  ureter  is  probably  practicable  only  when  there  is 
coexisting  dilatation  or  hydro-ureter,  as  to  the  forcible  intro- 
duction of  a  tube  larger  than  the  ampulla,  into  which  it  is  to 
go,  is  liable  to  obstruct  the  flow  of  urine  from  above  the  point 
of  anastomosis.  This  might  be  overcome  by  giving  the  ureter 
to  be  transplanted  an  upward  turn  and  anastomosing  it  to  the 
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wider  portion  of  its  fellow  at  the  pelvis  of  the  kidneys,  or 
into  the  latter  cavity,  even  if  a  lumbar  incision  is  required. 
Implantation  into  the  bladder  will  he  n'.piisite  when  tin? 
ureter  is  cut  low  down  and  in  secondary  operations  for  injuries 
of  the  inferior  extremity  of  the  ureter,  for  the  cut-off  portion 
becomes  occluded  or  shrunken  so  that  anastomosis  into  it  is 
impracticable. 

It  will  he  observed  that  the  consideration  of  other  ureteral 
operations  have  been  studiously  avoided  ;  many  of  them  teem 
with  brilliancy,  such  as  the  removal  of  foreign  bodies  and 
excision  of  the  ureter.  Of  the  first,  Hall,  of  Cincinnati, 
claims  the  honor  of  one  of  these  operations;  in  the  latter 
Kelly  has  done  brilliant  work,  being  the  first  to  remove  the 
entire  ureter  in  long  sections,  Reynier  haying  done  his  by 
piecemeal.  Vaginal  operations  are  too  numerous  to  men- 
tion, and  do  not  come  within  the  scope  of  this  paper,  the 
conditions  being  snch  that  they  are  not  applied  to  the  same 
class  of  cases. 

A  noticeable  feature  is  that  with  three  exceptions  each  oper- 
ator had  but  one  case.  Tauffer  had  two.  The  writer  three, 
with  one  failure.      Kelly  published  four,  with  two  failures. 
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DISCISSION. 

Dr.  Howard  A.  Kelly,  of  Baltimore,  Md. — r  have  been 
very  much  interested  in  all  the  fads  brought  out  in  Dr.  Noble's 
paper,  bul  1  -hall  confine  my  remarks  to  a  few  practical  points. 
In  the  first  place,  when  the  ureter  is  injured  in  the  course  of  an 
abdominal  operation  it  almost  invariably  occupies  tin  intimate 
relation  to  the  tumor,  which  may  l»e  densely  adherent,  the  ureter 
being  displaced  by  the  tumor.  In  a  small  percentage  of  these 
cases  the  kidney  is  either  infected  on  that  side  or  the  function 
of  the  kidney  is  held  in  abeyance.  It  is,  therefore,  very  impor- 
tant, when  we  (ait  the  ureter,  to  be  sure  whether  we  have  a  pyo- 
nephrosis on  that  side,  or  whether  or  not  the  kidney  i<  acting  at 
all,  so  that  we  may  not  consume  much  time  in  doing  an  opera- 
tion which  would  be  dangerous  or  useless.  When  the  ureter  is 
cut  in  the  course  of  an  abdominal  operation,  if  it  is  cut  high  up, 
I  believe  in  uniting  the  ends  directly,  if  it  can  be  done  nicely,  or, 
if  it  is  a  dilated  ureter,  performing  lateral  implantation  as  it  was 
first  done  by  Van  Hook.  The  most  satisfactory  kind  of  implan- 
tation is  that  which  is  made  into  the  bladder  and  closely  imitates 
the  normal  condition.  I  call  particular  attention,  in  passing,  to 
that  operation,  inasmuch  as  it  is  the  most  satisfactory.  It  is  also 
satisfactory  to  know  that  its  field  may  be  considerably  extended 
beyond  what  one  would  think  from  pure  d  priori  reasoning. 
This  diagram  (illustrating)  roughly  represents  the  superior  strait 
of  the  pelvis,  and  the  ureter  is  cut,  we  will  say,  at  such  a  point 
as  this  (illustrating).  That  represents  its  length,  and  here  is  the 
bladder.  I  found  in  one  case  where  the  lower  end  of  the  ureter 
was  pinned  down  in  a  mass  of  sear-tissue  and  could  not  be  lifted 
and  handled,  that  \  could  bring  the  bladder  up  to  the  ureter  by 
dissecting  that  side  of  it  Loose  from  the  cellular  tissue  with  the 
fingers  and  pulling  it  over  to  the  ureter,  thus  giving  ii  a  gibbous 
form.  It  held  and  did  not  pull  loose,  and  I  got  3  can.  of  the 
bladder  in  that  way.  Wetzel,  of  Bonn,  has  done  practically  the 
same  thi] 

In  secondary  Operations,  where  the  ureter  is  cut  in  the  course 
of  a  vaginal  hysterectomy,  where  we  want  to  implant  the  ureter 
so  that  the  leakage  may  be  into  the  vagina,  the   best  operation, 


[90  URETERAL  ANASTOMOSIS. 

I  think,  is  to  open  the  abdomen,  cut  the  ureter  <>H  at  the  lowest 
point,  and  turn  it  into  the  bladder,  bearing  in  mind  that  one 
cannot  do  this  soon  after  the  operation  if  there  is  much  inflam- 
mation, because  the  ureter  is  pinned  down  by  a  periureteritis. 

Dr.  J.  Wesley  B  >vee,  of  Washington,  I).  C. — In  the  first 
.  I  wish  to  congratulate  Dr.  Noble  on  his  success  in  this 
line  of  work.  One  of  the  great  objections  to  all  methods  of 
pal  anastomosis,  except  his  own  and  that  of  Van  Hook,  is 
the  subsequent  constriction  at  the  seat  of  operation.  The  cast; 
of  Schopf  was  used  as  an  argument  against  the  method,  and,  as 
I  believe,  improperly.  The  anastomosis  in  Bchopf's  case  was 
done  on  a  tuberculous  patient  who  died  on  the  forty-second  day 
after  operation,  and  we  would  not  expect  the  same  process  of 
healing  to  take  place  in  such  a  patient  as  we  would  in  one  in 
normal  health.  The  advantage  of  bladder  implantation  sug- 
gested by  some  for  ureteral  anastomosis  is  not  well  founded. 
In  the  first  place,  ureteral  transplantation  into  the  bladder  is 
only  applicable  to  injuries  of  the  lower  two  inches  of  the  ureter. 
The  case  I  mentioned  yesterday,  which  I  operated  on  some  time 
ago,  was  of  that  kind,  where  I  had  deliberately  cut  out  the  lower 
two  inches  of  the  ureter  because  it  passed  through  a  cancerous 
nia<s  in  the  course  of  an  abdominal  hysterectomy  for  this  disease. 
Above  the  lower  two  inches  of  the  ureter  we  cannot  make  trans- 
plantation without  the  extra  procedures,  as  described  by  Drs. 
Kelly  ami  Van  Hook,  of  bringing  the  bladder  up  on  the  side,  or 
making  a  flap  from  the  wall  of  the  bladder,  converting  it  into  a 
tunnel,  carrying  it  up  to  meet  the  end  of  the  ureter,  which  is  all 
extra  work,  rendering  the  result  of  the  operation  unsuccessful. 
I  believe  the  plan  I  suggested,  and  you  will  excuse  my  immod- 
esty  for  referring  to  it,  of  oblique  anastomosis  is  fully  as  good, 
in  that  we  have  a  wider  field  for  coaptation  of  tissue  with  an 
opportunity  for  good  suturing.  In  my  case  I  felt  satisfied  with 
it.  I  used  no  drainage,  and  never  heard  of  any  trouble  after- 
ward, and  the  woman  a  month  ago  had  had  no  difficulty  follow- 
ing the  operation. 

There  is  a  condition  sometimes,  as  Dr.  Noble  says,  in  which  a 
considerable  portion  of  the  ureter  has  been  removed,  uninten- 
tionally, perhaps,  high  up,  say,  three  or  four  inches  above  the 
bladder,  where  we  cannot  effect  bladder  implantation.  So  much 
has   been   removed   that  it  is  difficult  to  bring  the  ends  of  the 
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ureter  together.  About  two  years  ago  I  did  Borne  experiments 
on  dogs  (extra-peritoneal)  to  see  what  could  be  done  in  Buch  a 
condition.  The  dogs  I  used  were  not  very  large;  I  think  the 
heaviest  weighed  forty  pounds.  The  ureter  is  not  very  long  in 
dogs  of  thai  size.  I  cut  out  two  inches  of  the  ureter,  separated 
the  kidney  from  adhesions,  reanchored  it  sufficiently  low  to  suc- 
cessfully make  a  complete  anastomosis  of  the  ureter.  That  has 
not  been  done  yet  on  the  human  subject.  But  I  am  looking 
every  day  to  hear  of  some  one  who  has  been  placed  unfortunately 
in  such  a  desperate  condition  as  to  need  some  such  procedure, 
rather  than  doing  a  nephrectomy,  a  skin  transplantation  <>f  the 
ureter,  or  intestinal  anastomosis,  as  suggested  by  Dr.  Reed,  of 
Columbus.  I  am  looking  for  some  one  who  gets  in  auch  an 
unfortunate  position,  and  am  anxious  to  know  what  the  result 
will  be. 

Dr.  Noble  (closing  the  discussion). — It  was  my  desire  to  bring 
out  in  this  paper  the  point  that  the  method  of  anastomosis 
suited  to  a  given  ease  might  depend  upon  the  facility  with  which 
the  ends  of  the  ureter  could  be  brought  together;  thus,  an  end- 
to-end  anastomosis  might  be  done  when  an  end-to-side  anasto- 
mosis was  impracticable.  (Here  Dr.  Noble,  with  the  aid  of 
diagrams  and  blackboard  sketches,  touched  briefly  on  methods 
for  performing  ureteral  anastomosis,  pointed  out  their  variations 
and  modifications,  and  then  demonstrated  the  superiority  of  his 
own  methods.) 


THE    RAKITY  OF  OVARIAN   CYSTS    IX 

NEGRESSES. 

By  1.  s.  Stone,  M.D., 
Washington,  I).  < '. 


After  several  years'  experience  in  a  hospital  for  women, 
where  a  large  number  of  negresses  are  annually  treated  for 
gynecological  diseases,  and  where  cases  of  uterine  myomata 
are  frequent,  the  writer  has  noticed  the  extreme  rarity  of 
ovarian  neoplasms  and,  especially,  of  the  multiloeular  variety. 

Inquiry  made  of  my  surgical  friends,  near  and  remote,  has, 
in  the  main,  confirmed  my  observation,  as  the  following  sum- 
marv  of  correspondence  will  show.  Letters  were  addressed 
to  all  the  members  of  the  Southern  Surgical  and  Gynecolog- 
ical Association  and  to  several  other  prominent  surgeons  else- 
where, whose  opinions  should  add  weight  to  the  evidence 
furnished.  A  circular-letter  was  addressed  to  these  gentlemen, 
inquiring  if  they  had  operated  for  multiloeular  ovarian  cysts 
in  negresses,  and  if  so,  to  state  the  exact  color  of  the  patient. 

Of  the  large  number  who  replied  to  my  inquiry  there  was 
almost  universal  acquiescence  in  the  position  taken  by  the 
writer,  save  from  one  important  medical  centre — the  city  of 
New  Orleans.      This  will,  however,  appear  in  order. 

From  Dr.  Hunter  McGuire  we  have  the  following:  "I 
have  often  operated  upon  mulattoes  for  multiloeular  cysts, 
bat  rarely  in  the  pure  negro. " 

[Note. — He  has  never  Been  prostatic  hypertrophy  in  a  pure 
negro,  while  it  is  frequent  in  the  mulatto.] 

Dr.  J.  McFadden  Gaston  says  :  "  I  have  not  had  occasion 
to  operate  for  an  ovarian  tumor  in  the  negro  race,  and  my 
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observation  leads  me  to  the  conclusion  that  they  are  compara- 
tively rare  in  the  negr< 

Dr.  C.  IT.  Mas  tin  :  "  I  have  never  met  with  an  ovarian 
cyst,  either  multilocular  or  unilocular,  in  the  Degress.  Have 
never  seen  or  heard  of  a  cyst  in  this  race.  Possibly  the  Ala- 
bama negro  has  not  evoluted  to  the  cyst-bearing  age,  and  as 
yet,  is  not  enjoying  the  full  benefit  of  their  white  cousins  in 
this  pathological  particular." 

Dr.  B.  E.  Hadra:  "  Only  one  operation  upon  negress  for 
multilocular  cyst.  She  was  a  cross-breed  between  Mexican 
and  negro." 

Dr.  J.  T.  Wilson,  Sherman,  Texas:  "  Have  seen  three 
cases — one  multilocular  cyst,  others  small."     (Real  negi 

Drs.  Rogers  and  Smythe,  Memphis  :  (<  Four  cases  multi- 
locular cyst  in  jet-black  women." 

Dr.  Paid  Eve  :  "  Five  cases — one  in  black,  others  in  cop- 
per-colored wome  a. ' ' 

Dr.  Arch.   Dixon  :   "  Six  cases — all  mulattoes." 

Dr.  J.  B.  Holmes  :  "  I  have  never  seen  au  ovarian  cyst  in 
a  negress." 

Dr.  Opie:  "  Can  find  no  case  on  record  in  my  list  of  opera- 
tions of  multilocular  ovarian  cyst  in  a  negress.  Have  had  a 
number  of  unilocular  cysts." 

Dr.  Noble,  Atlanta:  "  One  multilocular  ovarian  cyst  in 
dark,  nearly  black  woman.      Have  heard  of  another." 

Dr.  Maury  :  "I  have  never  seen  in  a  negress  an  ovarian 
cystoma,  single  or  multilocular." 

Dr.  Hardon:   "  None." 

Dr.  Long:  "  One  case,  seven-eighths  negro." 

Dr.  George  Ben  Johnston,  Drs.  Senn,  Marey,  Cartledge, 
Taylor,  of  Richmond;  Polk,  Duncan,  Eve,  Fugleman,  Tif- 
fany, Souchon,  Davis,  of  Burmingham,  and  others  have  no 
recollection  of  ever  having  seen  cases.'1 

Dr.  Ball,  Cincinnati:  "  One  case,  a  mulatto." 

Dw  VanderVeer:  u  One  thousand  sections.     No  cae 
ovarian  tumor  in  a  negress.     All  fibroids  or  fibre-cystic." 

Dr.  C.  P.  Noble:  "  Perhaps  two  or  three." 

-irg  L8 
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Dr.  Porter,  Providence,  Et.  I.  :  "Only  one." 

Dr.  Price:  "  Have  removed  a  good  number  of  cystomas 
from  black  women." 

The  New  Orleans  Evidence.  As  previously  stated, 
the  information  received  from  Burgeons  resident  in  that  city  is 
largely  at  variance  with  that  already  produced.  Accordingly, 
we  give  it  special  attention. 

From  Dr.  R.  Matas:  "  When  a  student,  saw  at  least  two 
ovarian  cysts  in  negresses.  In  reports  of  Charity  Hospital, 
1896, 1  find  two  simple  and  one  multilocular  cysts  in  negresses, 
all,  presumably,  operated  upon.  I  have  not  looked  up  the 
older  reports,  but  am  satisfied,  and  it  is  the  general  impres- 
sion here  that  ovarian  tumors  are  not  considered  very  rare  in 
the  negro  race." 

Dr.  Michinard  to  Dr.  Matas  :  "  I  remember  having  re- 
moved at  least  ten  ovarian  cysts  when  I  had  charge  of  the 
colored  section  of  the  Gynecological  Department  of  the  Char- 
ity Hospital.  I  saw  five  or  six  more  requiring  surgical  treat- 
ment."     (Xo  mention  of  exact  color.) 

Dr.  Michinard  (in  person)  :  "  I  do  not  remember  the  purity 
of  race  of  the  colored  women  in  whom  the  cysts  were,  nor  do 
I  recollect  how  many  of  the  cysts  were  multilocular.  I  am 
satisfied  that  the  colored  woman  is  as  subject  to  cystic  degen- 
eration of  the  ovaries  as  the  white." 

Letter  of  Dr.  Rudolph  Matas  : 

"New  Orleans,  November 21,  i- 
"  My  Dear  Dr.  Stone  :    Here  are  a  few  figures  taken 
from  the  reports  of  the  Charity  Hospital  that   may  interest 
you  : 
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'     "In  addition,  in  six  years,  L890  to  L896  : 

White.    Colored. 

Multiple  cysta 0        1 

Multilocular  cysta 12 

I  dermoid  cysts      .......        4        3 

( lysl  of  broad  Ligament        .....12 

Parovarian  cyst 0  3 

Total  G       11 

Total  cysts 52        45 

u  The  population  of  tlie  hospital  (all  diseases  and  condi- 
tions), was  during  the  ten  years,  1886  to  1896:  Whites, 
45,563;  colored,  23,409;  total,  68,972. 

"This  will  give  you  some  idea  of  the  prevalence  of  ova- 
rian cystic  disease  in  both  races.  Also,  when  we  consider  the 
proportion  of  colored  to  white,  you  will  realize  that  cysts  of 
the  ovary  of  all  classes  are  rather  more  frequent  in  the  negro 
than  in  the  white. 

"  The  cysts  reported  on  the  records  are,  I  am  sure,  almost 
all  observed  in  operated  cases.  This  is  confirmed  by  the  fact 
that  the  number  of  cases  has  increased  in  the  last  six  years 
(the  period  of  greatest  operative  activity)  out  of  all  propor- 
tion to  the  increase  in  the  hospital  population. 
"  Very  sincerely  yours, 

"  k.  Matas. 

"  P.  S. — I  regret  that  I  cannot  furnish  any  positive  evi- 
dence as  to  the  precise  degree  of  crossing  in  the  '  colored' 
patients  included  in  the  above  data.  Many  are,  no  doubt, 
mulattoes;  but  exactly  how  many  are  pure  blacks  and  how- 
many  of  lighter  shades,  [  cannot  tell.  You  may  depend  upon 
it  that  specimens  of  both  are  included  in  the  population  from 
which  these  figures  were  obtained. — \l.  M." 

Dr.  Fortier  says:  "  From  September,  L894,  to  November, 

1896,  there  were  eight  cases  of  ovarian  cysts  in  negresses 
admitted  into  the  Charity  Hospital.  Four  were  operated 
upon   BUCCessfullyj  one  was  a  double  cyst.      The   other  were 
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not  operated  upon.  These  eight  cases  occurred  in  three  thou- 
sand admissions  to  the  hospital." 

Dr.  E.  S.  Lewis  :  u  Now  that  you  have  called  my  attention 
to  it,  I  can  safely  say  that  multilobular  tumors  are  very  much 
less  frequent  in  the  colored  than  in  the  white.     Have  removed 

jreai  many  ovarian  tumors  from  both  white  and  colored 
women." 

Dr.  X.  G.  Bozeman1  reports  a  case  of  ovarian  cyst  without 
attachment    in   the  pelvis,  occurring  in  a  not   multi- 

locular).  Dr.  Bozeman's  case  was  uuique  in  his  experience. 
He  says  in  his  letter:  "  I  introduced  the  subject  of  ovarian 
cvsts  in  the  negro  race  for  discussion  in  the  Jefferson  County 
Medical  Society,  at  Birmingham,  last  January  (1897),  and 
elicited  the  information  that  none  of  the  doctors  present  had 
seen  one  in  a  negrc.-s. w 

In  Washington  two  surgeons  have  had  one  case  each.  Dr. 
F.  S.  Williams,  of  the  Freedmen's  Hospital,  had  one  of  these, 
1897,  the  writer  being  present  at  the  operation.  Several  other 
surgeons  were  also  present  and  all  testified  to  the  extreme 
rarity  of  such  cases.  The  woman  was  dark-copper  colored. 
Dr.  J.  W.  Bovee  has  had  one  case  in  a  negress,  in  which 
the  tumor  was  undergoing  malignant  degeneration. 

CONCLUSIONS.  From  every  source  save  one  we  have  over- 
whelming testimony  favoring  the  view  assumed  by  the  writer, 
that  ovarian  tumors  are  exceedingly  rare  in  the  negro  race. 
From  all  sources  outside  the  city  of  New  Orleans  we  can  find, 
by  a  large  correspondence,  hut  fifteen  cases  where  dark- 
skinned  negresses  wTere  operated  upon  for  ovarian  tumors — 
multilobular  or  unilocular.  We  have  the  assurance,  also,  that 
in  fully  one-half  of  these  the  women  were  not  full-blooded 
negroes,  and  finally,  in  some  of  these  black  women  the  cysts 
were  unilocular. 

AVe  make  careful  distinction  between  multilobular  and  uni- 
locular cysts,  because  there  can  be  no  doubt  about  a  diagnosis 
at  time  of  operation  when  we  find  a   multilocular  cyst.      It 

i  American  Gynecological  and  Obstetrical  Journal,  January,  1- 
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is  otherwise  with  cysts  of  the  parovarian,  or  those  of  the 
broad  ligament,  etc.,  which  arc,  perhaps,  classified  as  ova- 
rian, and  their  removal  called  ovariotomy  in  hospital  reports 
or  operation  lists,  when,  strictly  speaking,  they  are  not  ovarian 
tumors. 

The  writer  has   frequently  operated   for  dermoid,  papillo- 
matous,  parovarian,   and    broad-ligament  cysts  in    negi 
(although  most  of  these  in  "  mixed  "  cases),  but  has  not 
a  multilocular  ovarian  cyst. 

Finally,  we  are  inclined  to  the  belief  that  in  the  Charity 
Hospital  it  will  be  seen  that  a  large  number  of  mulattoes  and 
cross-breeds  will  be  found  to  swell  the  list  of  ovariotomies  in 
that  institution. 

DISCUSSIOX. 

Dr.  William  L.  ROBINSON,  of  Danville,  Va. — I  have  oper- 
ated on  a  number  of  mulattoes,  but  I  have  never  seen  an  ovarian 
cyst  in  a  negress. 

Dr.  J.  B.  Mukfree,  of  Murfreesboro,  Tenn. — I  am  a  general 
practitioner,  and  have  been  for  a  great  many  years,  yet  I  can 
call  to  mind  but  very  few  eases  of  ovarian  cysts  that  I  havi 
in  the  negro,  more  especially  in  the  black  aegro,tand  I  fully  con- 
cur in  the  tenor  of  the  paper  read  by  Dr.  Stone.  I  have 
but  few  ovarian  cysts  in  uegro  women  and  remarkably  few  in 
the  black  negro.  I  can  only  recall  two  cases  seen  in  the  black 
negro,  one  of  the  eases  I  would  like,  with  the  indulgence  of  the 
Society,  to  relate:  During  the  month  of  September,  1896,  I  was 
called  upon  to  go  to  the  country  to  make  a  post-mortem  exami- 
nation of  a  colored  woman  who  had  recent  1\  died.  At  first  I 
declined  to  go,  but  being  told  that  it  would  be  impossible 
her  into  a  coffin  unless  she  was  cut  up;  that  her  body  could  not 
be  lifted  so  as  to  be  prepared  for  burial  ;  that  she  had  a  tumor 
of  twenty  years'  standing;  that  it  had  grown  so  much  that  she 
was  as  large  as  a  horse,  and  thinking  that  there  was  something 
in  the  case  of  pathological  interest  1  consented. 

I  immediately  telephoned  Dr.  W.  G.  Crosthwaite,  of  Florence, 

USl    me   in   the  autopsy,  which    he   readily  consented    to   do. 
Taking   Mr.   II.  W.  Vickers,  a  druggist,  with  me,  I  drove  out  to 
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the  residence  of  the  deceased,  where  I  found  Dr.  Crosthwaite 
awaiting  me.  We  entered  the  room  where  the  Bubjecl  lay,  and 
to  our  greal  surprise  ahe  did  look  more  like  a  dead  horse  than  a 
dead  negro  ;  there  was  indeed  a  large  lump  of  inanimate  human- 
ity. She  lay  on  her  back  with  her  abdomen  immensely  distended, 
BO  much  BO  that  from  a  casual  observation  little  else  Was  to  be 
Been  ;  her  limbs  were  so  small  in  comparison  with  the  tumor  that 
they  were  scarcely  noticeable.  With  the  assistance  of  four  stout 
men  we  succeeded  in  lifting  her  from  the  bed  to  the  floor,  where 
the  dissection  was  then  made.  The  history  of  the  case,  as  we 
gathered  from  her  friends,  was  that  twenty  year-  bad  a 

tumor  in  her  bowels  which  several  doctors  told  her  was  an  ova- 
rian tumor,  and  that  they  could  dp  nothing  for  her.  Four  or 
rive  years  ago  Dr.  Crosthwaite  had  examined  the  tumor  and 
insisted  upon  her  having  it  removed,  which  she  declined  to  do. 
Upon  inspection  we  found  an  immense  distention  of  the  abdo- 
men in  every  direction ;  on  palpation  fluctuation  was  easily  de- 
tected. The  abdomen  measured  around  the  body  over  the  navel 
six  feet  and  one  inch.  From  the  ensiform  cartilage  to  the  pubes 
the  measurement  was  four  feet  and  eleven  inches.  A  trocar 
was  thrust  into  the  tumor  below  the  umbilicus  and  the  fluid 
streamed  out.  A  second  trocar  was  inserted,  and  yet  we  realized 
that  it  would  take  a  long  time  to  empty  the  sac  in  this  way. 
Whereupon  I  made  an  incision  an  inch  in  length  through  the 
abdominal  walls  and  the  fluid  gushed  out.  The  fluid  was  col- 
lected as  it  ran  out,  but  notwithstanding  the  care  exercised  a 
good  deal  was  lost  in  changing  vessels  when  filled.  What  fluid 
night  was  carefully  measured,  which  amounted  to  the  amaz- 
ing quantity  of  twenty-five  gallons,  with  two  or  three  gallons  lost. 
Estimating  the  amount  lost  at  one  gallon,  we  have  then  in  all 
twenty-six  gallons.  We  had  no  means  of*  weighing  this  fluid, 
nor  could  we  remove  it.  Estimating  a  pound  to  a  pint,  we  have 
the  enormous  amount  of  208  pounds,  which  I  am  satisfied  is 
really  less  than  what  the  actual  weight  would  have  been.  She 
was  so  large  that  when  she  sat  down  in  an  ordinary  chair  her 
abdomen  would  touch  the  floor.  After  evacuating  the  tumor  we 
found  a  thick  sac — as  thick  as  chamois-skin  ;  the  sac  readily 
peeled  off  from  the  external  parietes,  but  was  bound  by  firm 
adhesions  securely  and  posteriorly,  so  securely  that  it  could  not  be 
removed  in  it<  entirety.    The  abdominal  organs,  aside  from  being 
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slightly  displaced  backward,  were  in  their  natural  site  and  were 
normal.  The  uterus  was  prolapsed,  enlarged,  and  elongated. 
We  did  not  succeed  in  finding  the  ovaries.  The  Bubject  was 
about  fifty  years  of  age,  had  never  horn.-  children,  had  always 
fairly  good  health,  nothing  to  complain  of  bul  the  tumor. 

It  is  wonderful    to   what    extent    human    endurance    can    go. 

Think  of  an  averaged- si  zed  woman  carrying  aboul  with  her  in 

her  daily  walks  always  208  pounds  in  addition  to  her  own  weight. 
And  ten  days  before  her  death  she  cleaned  up  the  room  and  made 
up  her  own  bed. 

Dr.  J.  Weslev  Bovee,  of  Washington,  I).  C. — I  have  oper- 
ated on  ovarian  cysts  in  the  colored  race,  hut  \  do  not  remember 
operating  on  a  real  black  negress  for  an  ovarian  tumor.  Of 
course,  we  find  a  good  many  different  forms  of  ovarian  cysts, 
such  as  come  from  degeneration  or  from  inflammatory  condition.-, 
as,  for  instance,  tuho-ovarian  cysts.  1  recall  removing  from 
a  colored  woman  tuho-ovarian  cysts  that  measured  fourteen 
inches  in  length.  They  were  found  in  the  abdominal  cavity.  I 
have  removed  five  or  six  ovarian  tumors  in  the  colored  race,  but 
I  think  in  every  case  the  cyst  was  the  result  of  some  inflamma- 
tory action  or  malignant  condition.  Dermoids  are  common  in 
the  colored  race,  more  so  than  simple  ovarian  cysts.  T  remem- 
ber operating  on  one  case  in  1893  for  a  large  multilocular  ovarian 
cyst,  and  I  had  a  note  put  down  in  the  hospital  history  of  the 
case  that  it  was  very  suspicious  of  malignancy.  The  woman 
came  hack  at  the  end  of  two  months,  when  I  saw  her,  and  she 
had  some  (edema  of  the  lower  extremities.  In  the  meantime 
the  specimen  had  been  sent  to  the  Army  Medical  Museum,  and 
a  report  received  to  the  effect  that  it  was  not  malignant  :  hut 
the  oedema  this  woman  had  thoroughly  convinced  me  that  my 
first  suspicion  was  correct,  and  1  made  a  note  of  this  in  the  out- 
door service-book  to  that  effect.  I  thought  the  woman  would  die 
BOOn.  Four  years  later  1  received  a  note  one  morning  from  one 
of  the  anatomists  in  the  Army  Medical  Museum  (Dr.  Lamb), 
saying  he  had  made  an  autopsy  the  day  before  on  a  woman, 
giving  her  nam.',  and  that  he  was  told  by  the  attending  physi- 
cian 1  had  operated  on  her,  and  that  he  would  like  to  have  a 
history  of  the  ease.  I  gave  him  the  history,  and  as  the  cyst  was 
still    in    the    museum,  he  re-examined    it.  and    then    concluded  it 

was  malignant,  showing  conclusively  that  it  is  impossible  some- 
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times  for  a  >kilful  pathologist  to  make  an  accurate  diagno 
to  the  nature  of  the  growth.    At  the  autopsy  he  found  cancerous 
.  as  he  told  me  later,  involving  one  ureter,  bul  no  trace  of 
cancer  down  in  the  pelvis. 

Last  summer  I  removed  from  a  colored  woman  a  large  broad- 
ligament  cyst  which  was  ovarian.  I  thought  it  was  malignant, 
and  a  microscopical  examination  verified  my  opinion.  That 
woman,  according   to  the  information  received  about  a  month 

_   ,  is  destined  to  die  in  a  short  time.    Nearly  all  of  the- 
have  some  form  of  malignancy,  whether  dermoids  or  inflamma- 
tory cysts. 

Papillomatous  cysts  are  very  common  in  negro  women.  Within 
the  last  eight  months  I  have  operated  on  two  or  three  ca- 
papillomatous  ovarian  cysts.  But  the  true,  simple  ovarian  cysts 
we  are  accustomed  to  meet  so  much  in  years  past  in  the  white 
race,  and  which  are  now  so  uncommon  practically,  are  a  rarity 
in  the  colored  race,  and  if  all  the  statistics  could  be  brought 
down  to  a  true  pathological  basis,  with  microscopical  examina- 
tion, it  will  be  found  that  very  few  of  them  are  simple  ovarian 

Dr.  George  A.  Baxter,  of  Chattanooga,  Tenn. — I  concur 
in  the  views  of  the  author  of  the  paper  regarding  the  rarity  of 
ovarian  cysts  in  the  negro.  I  have  a  distinct  remembrance  of 
the  first  case  of  ovariotomy  I  ever  performed.  The  case  pre- 
sented some  peculiar  features.  The  operation  was  done  by  the 
old  clamp  method,  as  far  back  as  1870,  the  ovary  and  cyst  being 
removed  on  one  side.  The  other  ovary  was  felt,  considered 
healthy,  and  left.  This  woman  was  a  pure-blooded  negress,  and 
as  black  as  the  ace  of  spades.  A  peculiar  characteristic  was 
this  :  She  afterward  bore  a  full-blooded  negro  child  after  he 
removal  of  the  ovary  and  cyst.  Less  than  a  year  ago  I  heard 
she  had  a  second  child.  I  preserved  the  cyst  I  removed  for  a  con- 
siderable time,  but  the  alcohol  finally  evaporated,  and  it  was 
I  do  not  know  the  exact  size  of  the  cyst,  but  the  fluid  from  it 
filled  two  ordinary  buckets.  I  have  since  operated  for  the 
removal  of  a  dermoid  cyst  in  a  full-blooded  negress.  Those 
are  the  only  two  cases  I  recall.  I  have  noticed  this,  that  fibroid 
tumors  or  ovarian  cysts  in  negro  women  are  nearly  twice  as 
large  as  tho<e  we  see  in  wdiite  women. 
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Dr.  Joseph  Tab  er  Johnson,  of  Washington,  I).  ('.-  -While 
my  experience  in  abdominal  Burgery  has  been  considerable,  I 
have  never  met  with  a  unilocular  cyst  in  a  uegro  woman.  There 
is  one  point  brought  out  by  the  discussion  which  seems  of  con- 
siderable interest,  namely,  that  when  a  negro  woman  does  have 
an  ovarian  tumor,  it  is  one  of  considerable  size,  as  in  the  case 
reported  by  Dr.  Murfree. 


PENETRATING    WOUNDS   OF  THE   CHEST. 

I'.v  J.    B.   Miki  k;:i.    M.D., 


Penetrating  wounds  of  the  chest  constitute  an  important 
of  injuries,  one  that  we  are  frequently  called  upon  to 
treat,  and  which  oftentimes  gives  us  great  perplexity  and 
causes  grave  apprehensions.  And  they  are  important  not 
only  on  account  of  their  frequency,  but  especially  on  account 
of  the  serious  nature  of  the  wound,  both  as  to  the  extent  and 
character  of  the  tissues  and  organs  involved  as  well  as  the 
great  damage  done  to  the  individual;  alarming  in  their  char- 
acter, they  often  render  the  recipient  a  cripple  and  sufferer  for 
life,  and  not  infrequently  are  rapidly  fatal. 

The  organs  within  the  chest  are  of  vital  importance  to  the 
individual,  and  upon  their  integrity  depend  very  greatly  his 
safety  and  comfort.  They  are  essential  to  life  ;  are  emphat- 
ically vital  organs,  and  any  decided  and  extensive  encroach- 
ment upon  their  integrity  quickly  shuts  out  the  vital  flame 
and  ends  in  death. 

While  this  is  true,  yet  at  the  same  time  they  are  possessed 
of  great  and  seemingly  wonderful  resisting  and  recuperating 
powers,  sustaining  great  destruction  of  tissue  and  yet  main- 
taining their  vitality  as  a  wThole. 

Wounds  of  the  chest  may  be  confined  to  the  wTalls — i,  < .. 
parts  external  to  the  thoracic  cavity,  or  they  may  extend 
through  the  walls  into  the  cavity,  injuring  the  tissues  and 
organs  enclosed  in  the  pleural  sac.  Hence,  wounds  of  the 
have,  very  naturally,  been  divided  into  penetrating  and 
non-penetrating. 

The  non-penetrating  wounds  of  the  chest  are  the  same  as 
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wounds  of  the  soft  parts  in  other  localities,  and  deserve  DO 
consideration  here. 

It  is  the  penetrating  wounds  of  the  chest  to  which  I  invite 
your  consideration,  and  which  I  will  endeavor  to  briefly,  yet 
I  trust  intelligently,  present  in  their  full  scope  and  bearing. 

A  penetrating  wound  of  the  chest  may  be  said  to  be  a 
wound  produced  usually  by  external  violence,  where  the  walls 
of  the  chest  are  penetrated  and  the  offending  substance  enters 
within  the  thoracic  cavity.  It  is  a  wound  where  not  only  the 
chest-walls  are  injured,  hut  also  the  tissues,  and  oftentimes 
some  of  the  viscera  within  the  cavity  are  injured.  It  may 
be  defined  to  be  a  wound  that  penetrates  through  the  walls  of 
the  chest  into  the  cavity  of  the  thorax,  injuring  to  a  greater 
or  lesser  extent  the  contained  organs  and  tissues. 

The  tissues  and  organs  within  the  chest  may  be  wounded, 
or  the  penetrating  substance  may  simply  pass  through  the 
wall  of  the  chest  and  parietal  pleura  into  the  cavity,  and  not 
wound  any  of  the  contained  viscera  or  the  enveloping  mem- 
branes. 

Penetrating  wounds  of  the  chest  vary  in  their  extent,  char- 
acter, and  severity  ;  they  vary  from  a  small  perforation  made 
by  the  delicate  knife  blade  or  small  bullet,  merely  separating 
the  tissues  without  inflicting  any  serious  injury,  up  to  a  fear- 
ful laceration  with  a  great  loss  of  tissue  and  serious  damage 
to  an  organ,  produced  by  a  large  knife  or  a  Minie-ball. 
Penetrating  wounds  of  the  chest  are  caused  most  usually  by 
external  violence  or  force  brought  to  bear  upon  the  chest-walls 
at  some  particular  spot  by  a  pointed  instrument  or  substance, 
most  usually  a  knife  blade,  a  bullet,  or  -<>nie  Bharp-pointed 
instrument  or  substance.  Any  Bubstance  capable  of  making 
a  punctured  wound  and  dividing  the  tissue  so  as  to  gain  an 
entrance  into  the  pleural  cavity  is  capable  of  producing  a 
penetrating  wound  of  the  chest  Most  usually,  however, 
they  are  produced  by  cutting  instruments  which  are  pointed, 
or  missiles  from  explosives,  c  instituting  the  gunshot  wound  ; 

stabs  and  gunshot  wounds  of  the  chest  are  those  most  gener- 
ally seen. 
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Penetrating  wounds  of  the  chest  constitute  a  dangi 
■     as  of  wounds,  necessarily  so  from  the  parts  involved.    The 
danger  is  in  proportion  to  the  vitality  of  the  parts  injured, 
the  extent  of  the  wound   and  the  character  of  the  substance 
inflicting  the  wound. 

Wounds  of  the  heart  and  large  bloodvessels  are  much  more 
rou-  than  wounds  of  the  lungs,  while  wounds  of    the 
-  are  much  more  dangerous  than  wounds  of  the  pleura 
and  smaller  blood  Yet  any  wound  of  the  chest  that 

penetrates  into  the  thoracic  cavity  constitutes  a  serious  wound 
— a  wound   that  seriously  disables  the  patient,  and   may  pro- 
death. 

Wounds  penetrating  the  chest  are  dangerous  from  hemor- 
rhage, from  the  admission  of  air  into  the  pleural  cavity  pro- 
ducing a  collapse  of  the  lungs,  from  emphysema,  from  empy- 
ema, from  septicaemia,  and  exhaustion.  When  a  large 
vessel  is  injured  death  quickly  ensues  from  the  loss  of  blood, 
while  injury  to  a  smaller  vessel  may  endanger  life  and  even 
prove  fatal  from  continued  or  frequently  repeated  bleeding. 
Th  •  sudden  admission  of  atmospheric  air  into  the  thoracic 
cavity  may  produce  a  collapse  of  the  luna;s,  and  the  patient 
die  from  suffocation.  Empyema  may  result  from  the  effused 
blood  in  the  cavity  not  being  absorbed  nor  organized,  but,  being 
contaminated  by  the  streptococcus  pyogenes,  becomes  liquefied 
and  purulent,  producing  possibly  systemic  infection  by  its 
absorption  into  the  circulation,  or  else  form  a  sinus  of  external 
escape,  which  by  a  long  and  exhaustive  drain  may  wear  away 
the  life  of  the  patient. 

Emphysema  may  result  from  a  wound  of  the  lung,  the 
inspired  air  through  the  rent  in  the  soft  part  gain 
mission  into  the  cellular  tissue  not  only  of  the  chest,  but 
also,  it  may  be,  of  the  greater  part  of  the  body,  thereby 
materially  interfering  with  their  natural  condition  and  func- 
tions. Finally,  penetrating  wounds  of  the  chest  may 
rise  to  a  septicaemia  from  the  absorption  of  septic  matter  intro- 
duced from  without  or  generated  inside,  which  may  prove 
fatal.      A  wound  which  penetrates  a  chest-wall  opens  up  an 
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avenue  for  the  entrance  of  air  which  may  be  loaded  with 
bacteria* 

Most  generally  in  penetrating  wounds  of  the  chest  there  is 
a  free  hemorrhage,  and  blood  escapes  through  the  external 

wound,  yet  not  all  of  it,  as  more  or  less  of  it  is  retained  in 
the  pleural  cavity,  which  usually  is  readily  absorbed,  and  do 
harm  results  ;  but  occasionally  it  fails  to  be  taken  up  by  the 
absorbents,  and  from  contact  with  the  air  undergo  -  decom- 
position and  becomes  infectious. 

From  the  injury  done  to  the  lung  an  inflammatory  action 
takes  place,  producing  a  pneumonitis.  When  there  is  a  large 
external  wound  the  lung  may  partially  protrude,  giving  rise 
to  a  hernia  of  the  lung,  which  is  called  a  pneumocle.  Some- 
times, in  addition  to  the  wound  to  the  lung,  there  there  may  be 
a  fractured  rib  complicating  the  injury,  and  this  is  not  an 
infrequent  accident  in  gunshot  wounds  of  the  chest. 

The  symptoms  of  penetrating  wounds  of  the  chest  come  on 
quickly  after  the  injury  is  received,  but  vary  greatly  in  their 
intensity  and  duration.  Nor  are  they  always  in  proportion 
to  the  gravity  of  the  damage  done.  Generally  the  shock  is 
decided  ;  the  pulse  is  rapid,  small,  and  weak  ;  the  heart's 
action  is  feeble,  while  the  surface  of  the  body  is  pale,  cold, 
and  bathed  in  perspiration.  The  respirations  are  often  shal- 
low, jerking,  and  irregular,  and  the  air  is  heard  passing  in 
and  out  of  the  wound  with  each  respiratory  act,  while  blood 
is  forced  out  with  each  expiration  and  cough.  Wounds  of 
the  chest  are  readily  recognized  from  the  prominence  of  the 
part  affected,  and  the  especial  feature  in  the  diagnosis  is  to 
discriminate  between  wounds  which  are  external  to  and  those 
that  are  within  the  cavity.  But  usually  the  symptoms  which 
indicate  that  a  wound  has  penetrated  the  chest-wall  is  distinc- 
tive and  designative.  They  are  recognized  by  the  locality  of 
the  injury  :  the  external  wound  being  situated  somewhere  on 
the  chest,  usually  at  an  intercostal  space.  There  is  an  escape 
of  blood  mingled  with  the  air;  the  hemorrhage  is  -  vere, 
oftentimes  profuse,  and  there  is  a  ready  passage  of  air  to  and 
fro  with   each   respiratory  act.       When    a    lung   is   injured,  in 
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addition  to  the  escape  of  air  at  the  external  wound,  there  will 
be  a  bloody  expectoration.      Hemorrhage  from  the  Lungs  and 
scape  <>f  air  through  the  wound  externally  are  the  diag- 
nostic symptoms  of  injury  of  the  lung  ti>sue.     The  bleeding 

may  take  place  into  the  bronchial  tubes  and  he  expectorated 
as  pure  blood,  or  mingled  with  air,  forming  a  red,  frothy 
sputum,  which  in  time  become^  rusty  or  dark-colored.  Or, 
i.  the  bleeding  may  take  place  into  the  pleura,  forming  a 
hemothorax,  which  is  gradually  taken  up  by  the  surrounding 
tissues.  The  air  escapes  through  the  external  wound  with 
each  respiratory  movement,  or  it  may  be  retained  in  the 
pleura,  greatly  distending  the  thorax  and  compressing  the 
lungs;  or,  again,  it  may  enter  into  the  cellular  tissue,  consti- 
tuting an  emphysema.  When  there  is  a  large  external  open- 
ing the  air  rushes  in  and  out  with  each  respiratory  act.  The 
shock  attending  a  wound  of  the  lung  is  very  great.  Usually 
there  is  a  great  depression,  with  much  anxiety  and  distress. 
There  is  a  dryness  and  irritation  of  the  throat  which  produces 
a  constant  desire  to  cough,  only  restrained  by  the  severe  pain 
occasioned  by  any  movement.  When  a  penetrating  wound 
of  the  chest  injures  the  heart  or  a  large  bloodvessel,  there  is 
a  decided  shock  with  great  distress,  depressed  circulation, 
tending  to  a  gradual  failure  of  the  heart's  action.  There  is 
usually  a  sharp  pain,  with  great  difficulty  of  breathing,  and 
often  death  quickly  ensues. 

The  diagnosis  of  a  penetrating  wound  of  the  chest  is  made 
by  duly  considering  the  seat  of  the  injury,  the  instrument 
which  inflicted  the  wound,  and  the  general  condition  of  the 
patient.  The  escape  of  air  with  the  blood  indicates  that  at 
least  the  pleura  has  been  wounded;  the  expectoration  of  blood 
that  the  lung  has  been  injured;  while  a  severe  shock  with  a 
profuse  hemorrhage  and  collapse  indicates  that  the  heart  or 
one  of  the  large  bloodvessels  has  been  wounded.  Penetrating 
wounds  of  the  chest  necessarily  injure  the  soft  tissues,  both 
external  and  internal,  and  the  great  vascularity  of  these 
tissues  causes  more  or  less  hemorrhage  ;  usually  these  wounds 
bleed  quite  freely,  sometimes  profusely.     From  the  anatomical 
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formation  of  the  chest  it  is  almost  impossible  after  a  wound 

for  all  of  the  blood  to  escape  from  the  pleural  cavity,  conse- 
quently t!  'ine  blood  retained,  either  to  he  absorbed  or 
undergo  decomposition. 

This  retained  blood  is  usually  readily  absorbed,  Leaving  00 
bad  consequences  behind.  Sometimes  it  is  organized  into 
lymph-bands,  which  bind  the  walls  of  the  pleura  together, 
and  thus  materially  interferes  with  respiration.  <  Occasionally 
it  liquefies  and  is  converted  into  pus,  which  produces  the  most 
disastrous  results.  In  either  event  time  is  required  for  their 
accomplishment.  As  a  rule,  we  find  that  penetrating  wounds 
of  the  chest  are  slow  in  healing,  and  convalescence  i<  pro- 
tracted. While  penetrating  wounds  of  the  chest  are  always 
serious  yet,  as  a  rule,  the  prognosis  is  favorable  for  recoverv. 
Sometimes  such  great  injury  is  done  to  the  heart  or 
bloodvessels  that  death  is  inevitable,  yet  they  nearly  all  are 
subject  to  such  treatment  as  will  prove  successful  oftentimes 
in  preserving  the  life  of  the  individual. 

The  treatment  of  penetrating  wounds  of  the  chest  differ  but 
little  from  the  treatment  of  wounds  in  other  parts  of  the  boil  v. 

The  general  rules  of  surgery  should  govern  the  treatment 
here  as  well  as  wounds  elsewhere.  The  principles  of  treat- 
ment of  penetrating  wounds  of  the  chest  are  t;>  arrest  hemor- 
rhage, relieve  shock,  remove  all  foreign  substance-  from  the 
wound,  thoroughly  cleanse  the  wouud  and  adjacent  ti 
hermeticallv  seal  the  wound  of  entrance  and  exit  under  a  rifirid 
asepsis,  and,  finally,  to  immobilize  the  chest-walls.  For  the 
purpose  of  arresting  hemorrhage  the  ligature  (the  best  of  all 
haemostatics)  should  be  applied  whenever  it  is  practical  to  do 
so.  The  internal  mammary  and  the  intercostal  arteries  can 
be  ligated.  When  the  bleeding  vessels  cannot  be  reached, 
compression  must  be  used. 

AjB  a  rule  of  practice,  we  may  rely  upon  nature  to  check 
the  hemorrhage  by  coagulum  where  there  i^  no  external  bleed- 
ings but  where  there  is  an  external  bleeding,  we  must  not 
hesitate  to  enlarge  the  opening  and  ligate  or  compress  the 
wounded  vessel  <>r  vessels. 
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Aseptic  gauze  must  be  tightly  packed  in  the  wound 
to  compress  the  bleeding  vess  Is.  In  order  to  get  at  the  bleed- 
ing vessels  bo  as  to  apply  the  ligature  or  compress,  we  should 
enlarge  the  wound,  and  if  necessary  resect  one  or  more  ribs 
so  as  to  gain  a  free  access  to  the  bleeding  point.  The  whole 
of  the  pleural  cavity  may  be  filled  with  gauze,  if  need  be,  to 
arrest  the  hemorrhage. 

If  the  hemorrhage  is  primary  we  can  arrest  the  bleeding  by 
plugging  the  wound  with  aseptic  gauze;  but  if  secondary  we 
should  not  hesitate  to  cut  down  upon  the  wound,  remove  one 
or  more  ribs,  find  the  bleeding  vessel  and  ligate  it.  The 
patient  must  avoid  all  excitement ;  perfect  quietude  must  be 
secured.  Cold  applications  should  be  made  to  and  around 
the  wound,  while  the  chest  is  tightly  drawn  by  a  firm  ban- 
dage. 

Internal  remedies  (excepting  opium)  are  of  but  little  value  ; 
gallic  acid,  sulphuric  acid,  acetate  of  lead,  and  especially  ergot, 
are  prescribed,  but  are  of  no  benefit,  or  but  little. 

The  wound  must  be  closed,  the  patient  lie  upon  the  injured 
side,  and  kept  perfectly  quiet,  in  order  that  as  the  heart's 
action  becomes  more  feeble  the  effused  blood  may  coagulate 
and  close  the  mouth  of  the  bleeding  vessels. 

The  shock  is  best  treated  by  stimulants,  anodynes  and 
external  artificial  heat.  Nitroglycerin,  strychnine,  brandy, 
ether,  and  digitaline  should  be  given  hvpodermatically.  In 
extreme  collapse  from  shock  and  hemorrhage  I  have  seen  a 
prompt  and  steady  reaction  follow  the  injection  of  the  normal 
saline  solution.  But  in  the  effort  to  bring  about  reaction 
great  care  must  be  had  lest  we  get  up  too  much  stimulation, 
which  would  cause  the  wound  to  bleed  afresh. 

All  foreign  substances  must  be  carefully  removed  from  the 
wound,  but  in  doing  so  the  injured  parts  must  be  disturbed  as 
little  as  possible  for  fear  of  causing  bleeding  or  infecting  the 
wound.  Under  no  circumstances  should  the  wound  be  probed 
except  with  the  linger,  first  rendered  aseptic. 

The  wound  and  surrounding  surfaces  must  be  thoroughly 
cleansed  and  made  aseptic  by  the  use  of  antiseptics,  if  need 
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he;  then  the  wound  closely  brought  together  l>v  (hep  and 
superficial  catgut  sutures,  bo  completely  approximating  the 
edges  as  to  prevent  the  admission  of  air.  Over  the  wound 
must  be  applied  an  aseptic  dressing,  and  the  movement  of  the 

chest-wall  must  he  prevented  by  firmly  applying  a  firm  ban- 
dage, preferably  a  plaster-of-Paris  jacket. 

The  patient  should  he  put  to  bed  with  the  shoulders  and 
chest  slightly  elevated,  and  the  utmost  quietude  enjoined,  and 

especially  should  the  patient  he  forbidden  to  talk. 

The  diet  should  he  liquid,  nutritious,  hut  non-stimulating. 
To  relieve  pain  and  quiet  restlessness,  morphine  hypodermat- 

ically  should  be  given. 

After  two  days  a  brisk  cathartic  should  be  administered. 

The  room  should  be  well  ventilated  and  thoroughly  cleansed, 
for  it  is  absolutely  necessary  that  the  patient  should  breathe 
pure  air,  free  from  any  micro-organisms.  In  an  infected 
atmosphere  where  pyogenic  germs  are  carried  into  a  wounded 
lung  by  respiration,  patients  seemingly  get  well  only  to  suc- 
cumb after  weeks  or,' perhaps,  months  to  pulmonary  inflam- 
mation, the  result  of  infection  through  the  respired  air. 

AVhile  penetrating  wounds  of  the  chest  are  in  their  very 
nature  serious  and  dangerous,  sometimes  producing  frightful 
damage  to  the  thoracic1  viscera  and  tissues,  yet  it  is  gratifying 
to  see  so  many  recoveries  the  result  of  an  intelligent,  hold, 
and  persistent  treatment. 


DISCUSSK 

Dr.  Louis  McLane  Tiffany,  of  Baltimore,  Md. — Very  little 
i>  left  to  besaid  in  regard  to  the  diagnosis  and  treatment  of  pen- 
etrating wounds  of  the  chest,  because  the  essayist  has  covered 
a  tmnd  so  well.  There  is  one  point,  however,  which  Dr. 
Murfree  did  not  mention,  namely,  that  it  is  wis 
lung  into  the  wound  and  tic  ii  in  case  <>t*  hemorrhage,  thus  pro- 
ducing an  artificial  hernia. 

There  is  one  more  subject  which  we  are  t"  hear  about   to-day 
in  regard  to  "iterations  upon  the  ribs  and  pleural  cavity  by  Dr. 

irg  It 
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Parham.  You  will  pardon  this  digression.  We  need  to  be 
taught  a  great  deal  with  reference  to  opening  the  chest.  The 
profound  collapse  which  comes  on  when  the  surgeon  opens  the 
chest  cavity  is  what  happens  when  large  penetrating  wounds  take 
place,  and  I  shall  be  glad  to  hear  what  Dr.  Parham  will  have  to 
say  about  that  when  he  reads  his  paper,  because  personally  I 
know  nothing  about  it. 

I  agree  with  Dr.  Murfree  that  the  blood  already  in  the  chest 
will  take  care  of  itself.  If  it  becomes  purulent,  a  hole  can  be 
made  in  the  chest-wall  and  a  tube  inserted. 

Dr.  George  A.  Baxter,  of  Chattanooga,  Tenn. — There  is 
one  class  of  penetrating  wounds  of  the  chest  which  requires  our 
individual  judgment  and  a  slightly  different  character  of  treat- 
ment. I  refer  to  those  wounds  which  make  a  valvular  opening 
in  the  chest- wall.  I  have  seen  one  such  case  where  the  ball 
entered  the  chest-wall,  struck  the  rib,  and  passed  on,  making  a 
long  valvular  canal  as  long  as  my  index-finger.  The  air  was 
shut  off  completely  from  the  lung,  and  it  struck  me  it  would  be 
meddlesome  to  interfere  surgically  with  this  condition  of  affairs, 
if  we  consider  the  small  danger  from  hemorrhage  and  the  mod- 
icum of  danger  from  sepsis.  In  such  cases  I  think  I  would  fol- 
low strict  injunctions  about  probing  and  treat  the  wound  as  one 
of  simple  character  until  there  were  some  developments  in  the 
way  of  inflammatory  action  and  pus  accumulation,  then  make 
surgical  interference  a  secondary  consideration. 

Dr.  Murfree  (closing  the  discussion). — I  have  no  additional 
remarks  to  make  in  conclusion,  except  to  thank  Dr.  Tiffany  for 
his  suggestion  of  tying  or  anchoring  a  piece  of  lung  in  the 
wound,  and  thus  making  a  tampon  for  the  purpose  of  arresting 
hemorrhage.  I  have  no  doubt  this  would  control  a  profuse  hem- 
orrhage, where  we  have  evidence  that  it  comes  from  the  lung ; 
but  if  the  hemorrhage  is  not  from  the  lung-tissue  we  must  rely 
upon  a  ligation  of  the  vessel  or  packing  the  cavity. 


THE  USE  OF  ANTISTREPTOCOCCIC  SERUM  IX 
CASES    OF    PUERPERAL    SEPTICEMIA, 
SEPTIC    CELLULITIS,    POST-OPERA- 
TIVE SEPSIS,  A XD  ERYSIPEL 

By  W.  L.  Robdison,  M.D., 
Danville, 


In  submitting  this  clinical  report,  I  do  so  the  more  unhesi- 
tatingly since  I  realize  the  unfavorable  conditions  which  the 
surgeon  has  to  deal  with  when  called  to  such  eases.  I  would  not 
detract  one  jot  from  the  meed  of  praise  due  to  the  expert  who, 
in  the  face  of  death,  snatches  the  victim  from  its  very  jaws 
when  he  does  hysterectomy  for  puerperal  septicaemia,  but  he 
must  be  a  bold  man  indeed  who  would  use  the  knife  before 
trying  other  means,  and  when  these  have  been  fairly  t 
the  poison  has  too  often  invaded  tissues  beyond  surgical  reach, 
in  fact  so  saturated  the  system  that  small  hope  rests  even  with 
the  skilled  surgeon,  and  none  to  the  inexperienced  or  non- 
operative  class,  that  vast  army  of  practitioners  who  minist<  r 
to  the  great  majority  thus  afflicted. 

We  have  the  staphylococcus,  bacillus  coli  commune,  and 
other  germs  as  causative  agents  in  puerperal  septicaemia  ;  but 
the  streptococcus  pyogenes  in  the  great  majority  of  cases  is 
the  microbe  doing  the  deadly  work.  Primarily  the  disease  Is 
local,  indicating  local  treatment;  but  the  surrounding  tic 
and  lymphatics  soon  become  involved  beyond  the  Uterus  and 
adnexa,  then  the  blood  teems  with  the  poisonous  microbes, 
requiring  an  agent  to  combat  the  toxins  and  stay  the  organic 
degenerations.  Here  the  prompt  administration  of  antistn  j>- 
: us  to  meet  the  indication-.  No  constitu- 
tional disturbances  follow   it<   use.     In  commanding 
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ted  every  eight,  twelve,  or  twenty-four  hours,  as  the 
urgency  requires,  you  may  expect  decided  reduction  of  tem- 
perature, a  corresponding  improvement  in  pulse,  expression, 
and  general  condition. 

In  the  failures  reported  in  journals,  I  think  they  may  fairly 
be  attributed  either  to  the  delayed  use  of  the  serum,  inade- 
quate dose,  or  the  existing  of  other  microbes  as  the  causative 
agent  in  the  case. 

I  do  not  wish  to  undervalue  the  microscope,  but  the  large 
majority  of  practitioners  either  have  no  microscope,  or  are 
unskilled  in  its  use,  or  too  remote  from  an  expert  to  waste 
valuable  time.  Of  course,  when  available  exclude  doubt  by 
its  use,  but  use  the  serum  first  and  the  microscope  later.  Nor 
would  I  leave  undone  any  of  the  auxiliaries  in  the  manage- 
ment of  these  cases  :  the  irrigations  of  the  uterus,  search 
after  abrasions  and  sealing  the  same.  Purgatives,  stimulauts, 
normal  saline  injections,  and  massage,  etc.,  should  be  intel- 
ligently prosecuted. 

Puerperal  Cases. 

Case  I. — Mrs.  S.,  thirty-seven  years  old  ;  multipara  ;  had 
an  easy  delivery,  with  uneventful  history  until  the  sixth  day, 
when  she  ate  very  imprudently,  got  up,  had  two  chills,  fol- 
lowed by  high  fever,  was  freely  purged,  irrigated  and  exam- 
ined for  abrasions ;  none  found;  temperature  marked  104°, 
and  kept  up  for  two  days ;  the  lochia  became  fetid,  but  no 
loeal  tenderness ;  insomnia  distressing  in  spite  of  anodynes. 
On  the  the  third  day  of  the  fever,  10  c.c.  of  antistreptococcic 
serum  was  injected  at  8  p.m.  Temperature  was  100°  at  7 
a.m.,  but  rose  to  103°  iu  the  afternoon,  when  10  c.c.  of  serum 
was  again  injected,  with  prompt  abatement  of  fever,  which 
did  not  rise  above  100.5°  again,  and  rapidly  recovered. 

Case  II. — Mrs.  X.  11.,  twenty  years  of  age;  primipara ; 
excessively  fat;  delivered  with  forceps  on  November  25, 
181)7;  lacerated  perineum;  repaired  at  once  ;  stitches  removed 
on  the  seventh  day;  union  perfect.  On  December  13th  kept 
awake  by  constant  crying  of  baby  ;   had  a  chill  in  the  night, 


W.   L.   ROBINSON.  213 

and  when  I  saw  her  at  noon  of  the  following  day,  one  mam- 
mary gland  was  inflamed  greatly.  Freely  purged,  saline 
injections,  and  local  application  to  the  gland.  Fever  re- 
mained at  104}°  ;  lochia  became  fetid  on  second  day  of 
fever.  Breast  well  on  third  day,  but  nothing  controlled  the 
fever  until  on  the  evening  of  the  third  day  10  c.c.  of  anti- 
streptococcic serum  was  injected,  and  by  morning  the  tempera- 
ture was  normal,  but  for  three  evenings  the  temperature  would 
go  up,  but  promptly  dissipated  in  six  or  eight  hours  by  the 
serum,  and  after  the  fourth  injection  no  rise  of  temperature 
recurred.  The  characteristic  breath,  rapid  pulse,  sweating, 
chilliness,  nausea,  and  tympany  marked  the  case  as  septic 

Case  III. — E.  C.  (colored),  aged  nineteen  years  ;  delivery 
May  30th  ;  chill  on  June  3d;  lochia  muddy  and  offensive,  but 
profuse.  Irrigation  twice  daily;  loose  gauze  drainage;  touched 
abrasions  in  the  cervix  with  iodine  and  carbolic  acid  ;  used 
saline  solution  hypodermatically,  stimulants,  etc.,  for  two 
days,  then  administered  the  serum  four  days  in  succession 
with  little  improvement  until  the  last  dose,  when  symptoms 
manifested  marked  change.  I  never  saw  such  constant  chilli- 
ness, continued  high  fever  (105°  to  106°),  pulse  130  from 
June  3d  until  8th.  Septic  diarrhoea,  constant  nausea,  and 
insomnia.  Recovery  slow,  but  uneventful.  I  think  that 
saprrcrnia  existed  in  this  case,  but  am  also  disposed  to  think 
the  streptococcic  infection  prevailed,  else  the  antistreptococcic 
serum  would  not  have  benefited  the  case. 

Case  IV. — Mrs.  B.,  daughter  of  a  doctor;  primipara, 
aged  twenty-one  years;  delivered  on  August  19th.  I  saw 
heron  the  23d  ;  very  large  and  fleshy;  badly  lacerated  cervix 
and  perineum;  temperature,  104°;  pulse,  148;  tenderness 
pelvis;  fetid  lochia, etc.  Had  been  purged,  beside  having  taken 
36  grains  of  phenacetin,  i2<  >  grains  of  quinine,  and  24  grains  <>f 
Dover's  powders  in  the  twenty-four  hours  just  preceding  my 
arrival.  Irrigated,  sealed  laceration,  ami  used  saline  solution 
submammary.  No  improvement  therefrom  by  following  morn- 
ing, I  obtained  consent  to  use  Beram;  1<>  cc.  injected,  but 
with  slight  effect  until    the   second   dose.      I  did  not  see  her 


214  USE  OF  ANTISTBEPTOi  SEBUM. 

again,  but  sent  three  more  bottles,  which  were  used  in  four 

days.     The  uterus  was  not  irrigated   again  after  my  visit, 
because  the  patient  rebelled.     Her  father  wrote:   "I  shall 

ever  be  thankful  to  you;  the  serum  worked  like  a  charm  and 
Baved  my  child's  life." 

Case  V. — Mrs.  M.,  primipara,  aged  twenty-three  years, 
weight  170  pounds;  delivered  on  September  20th;  badly 
lacerated  perineum;  promptly  repaired;  stitches  removed  on 
the  sixth  day;  union  good;  chill  on  the  23d;  temperature, 
103°;  pulse,  110  ;  headache,  nausea,  pelvic  tenderness,  scanty 
lochia  ;  irrigation  thrice  daily  ;  drainage1,  stimulants,  submam- 
mary, saline  solution,  etc.  No  abatement  by  the  25th  ;  com- 
menced with  serum  ;  in  eight  hours  temperature  was  normal. 
A  rise  occurred  in  the  evening  for  three  days,  which  was 
promptly  brought  to  normal  by  the  serum  in  from  six  to 
eight  hours  ;  recovery  uneventful. 

Case  VI.  (Dr.  J.  A.  Andersou's  Case  I.)— Mrs.  R.,  aged 
twenty-nine  years,  multipara  ;  confined  September  15th  ;  on 
third  day  chill,  followed  by  temperature  of  105°  ;  lochia 
checked,  no  odor  ;  tenderness  over  the  abdomen  ;  rapid,  weak 
pulse;  no  appetite  ;  no  improvement.  In  twelve  hours  serum 
was  used,  with  disappearance  of  all  bad  symptoms  twelve 
hours  after  ;  recovery  uneventful. 

Case  VII.  (Dr.  J.  A.  Anderson's  Case  II.)— Mrs.  B., 
acred  thirty-eight  years;  multipara;  easy  confinement  June 
5th.  Nothing  unusual  until  the  10th,  when  she  complained 
of  chilliness,  headache,  and  weakness;  some  tenderness  over 
womb  ;  lochia  scant,  fetid  odor  ;  temperature,  102°.  Consti- 
tutional and  local  treatment  carried  out  as  usual  until  June 
22d,  when  was  prostrated  by  a  chill,  lasting  an  hour,  followed 
by  rise  of  temperature  to  106-5°  ;  unconscious  and  comatose 
for  several  hours  Serum  at  4  p.m.,  which  wonderfully  im- 
proved tin)  patient.  In  twelve  hours  second  dose  given; 
and  a  third  in  twenty-four  hours  later,  with  rapid  recovery. 
Regarded  the  patient  hopeless  when  the  first  dose  of  serum 
was  administered. 
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Post-operative  ( hses, 

Case  I. — Hattie  L.  (colored),  entered  the  hospital  with 

cancer  of  uterus;  aged  forty  years.  Operation  and  healing  of 
abdominal  incision  uneventful,  except  she  had  fever  preceding 
operation,  from  septic  absorption.  Ten  days  after  operation 
temperature  rose  to   103.5°  every  evening,  with  diarrhi 

nausea,  and  chilliness,  sweating,  rapid,  weak  pulse.  Nothing 
controlled  either  diarrhoea  or  abated  the  symptoms  until,  after 
weeks  of  diligent  effort,  I  used  10  c.c.  of  antistreptococcic 
serum,  repeating  it  in  twelve  and  thirty-six  hours.  Result, 
prompt  abatement  of  the  fever  with  return  of  appetite,  sub- 
sidence of  diarrhoea  in  four  days,  and  rapid  convalescence. 

Case  II. — Mrs.  W.,  aged  fifty-six  years;  cancer  uteri. 
Hysterectomy  on  March  17th.  Developed  small  fistula  on 
the  seventh  day;  healed  in  ten  days.  Seemed  well  for  two 
weeks,  then  complained  of  constant  pain  in  right  lumbar 
region,  with  constant  fever,  rapid,  weak  pulse,  nausea,  insom- 
nia, chilliness,  and  diarrhoea.  Medicine  failed  to  relieve,  and 
on  the  seventh  day  of  fever  gave  10  c.c.  of  antistreptococcic 
serum,  with  disappearance  of  fever  in  twelve  hours.  Three 
doses  in  twenty-four-hour  intervals  secured  complete  conva- 
lescence. 

Post-operative  Periton  ids. 

Cask  I. — Mrs.  M.,  entered  the  hospital  June  5th;  pus- 
tubes  and  ovaries  removed  on  the  7th.  On  10th  slight  rise 
of  fever,  which  increased  daily  in  spite  of  saline  infusions, 
sponging,  etc.  The  chilliness,  pulse,  nausea,  insomnia,  con- 
tinued diarrhoea,  tympany,  etc.,  for  days  stamped  the  cas 
septic.  On  the  loth  injected  10  c.c.  of  serum,  with  prompt 
fall  of  temperature,  and  two  additional  injections  in  twenty- 
four  and  forty-eight  hours  dissipated  the  unfavorable  symp- 
toms, and  rapid  convalescence  followed. 

CASE  II.  (Dr.  Anderson's  case.) — Mrs.  W. ,  aged  thirty- 
one  years.  History  of  former  miscarriage  and  Beptio  fever, 
lacerated  cervix.  Muco-purulent  discharge  from  uterus. 
First  seen  by  Dr.  Anderson,  April  7th,  suffering  severe  pain 
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in  the  Left  iliac  region,  which  bad  been  increasing  several 
days.  General  condition  fair,  slight  fever,  tenderness  and 
pain  gradually  extended  over  the  whole  abdomen,  requiring 
large  opiates  to  obtain  any  relief  or  sleep,  until  finally  breath- 
ing was  painful,  almost  unbearable.  On  the  8th,  at  the  sug- 
gestion of  Dr.  W.  L.  Robinson,  the  antistreptococcic  serum 
was  used,  with  the  result  that  pain  ceased,  temperature  sub- 
sided, and  she  slept  without  opiates.  Improvement  continued 
for  about  ten  days,  when  distressing  symptoms  returned  (pain 
and  fever).  On  the  16th  aud  19th  the  serum  was  injected 
again,  with  permanent  relief.  After  this  Dr.  Robinson  oper- 
ated for  pus-tubes,  and  found  adhesion  extensive,  strong  all 
over  intestines  ;  recovery  complete. 

Septic  Cellulitis. 

Case  I.  — Mr.  T. ,  aged  thirty-eight  years.  Saw  him  March 
2,  1898.  Injury  of  right  thumb  by  rusty  nail  ten  days  pre- 
viously, the  whole  thumb  suppurating  and  commencing  necro- 
sis of  first  phalanx.  Free  incisions,  curetting,  and  antiseptic 
dressings  twice  daily  failed  to  control  the  fever  or  extension 
to  deeper  tissues  of  the  hand,  the  septic  fever  prostrating  him, 
robbing  him  of  appetite  and  sleep.  April  1st  injected  10  c.c. 
antistreptococcic  serum,  with  relief  of  general  symptoms  and 
manifest  effect  locally.  In  two  days  Mr.  T.  called  at  drug- 
store and  bought  another  bottle,  saying  the  first  did  him  so 
much  good  he  wished  more  used.  I  used  four  more  bottles 
of  serum  with  beautiful  results,  saving  the  hand  complete 
except  first  phalanx.  The  involvement  of  deep  tissues  had 
extended  through  the  whole  palm  of  the  hand  and  half  the 
back  of  the  hand. 

Cask  II. — AV.  J.  (colored),  aged  forty-eight  years.  In- 
jured by  spur  of  a  rooster;  had  been  under  treatment  of  Dr. 
W.  for  six  weeks;  whole  hand  suppurating;  first  finger  gone. 
Two  bottles  of  serum  stopped  the  progress,  and  recovery  was 
rapid  and  complete. 

Case  III.  (Dr.  Pritehett's  case.)— Mr.  W.,  aged  about 
forty  years.     Seen  October  18th,  7.30  p.m.  ;  gunshot  wound 
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of  ankle,  two  weeks'  standing  ;  outer  malleolus  shot  away  ; 
removed  many  fragments  ;  opened  abscesses  fully,  and  treated 
antiseptically,  also  tonic  suppurating  treatment.  Tempera- 
ture, 105°;  pulse,  130;  general  condition  had.  October  19th j 
3  p.m.,  temperature  103°;  pulse,  120;  general  condition 
wretched  ;  injected  one  bottle  of  antistreptococcic  serum,  re- 
sulting in  drop  of  temperature  to  99°,  pulse  to  KM)  in  twelve 
hours.  Twenty-four  hours  later  temperature  100°,  and  so 
remained  for  one  week.  Satisfied  the  disease  was  extending 
along  the  tibia,  brought  the  patient  to  the  hospital,  where 
Dr.  Robinson  operated  at  the  knee-joint.  Osteomyelitis  in- 
volved both  bones  up  to  the  joint.  For  two  days  all  seemed 
well,  then  the  soft  part  of  the  stump  became  involved,  abscess- 
Log,  and  from  November  7th  to  17th  the  temperature  ranged 
from  99°  to  101°;  pulse,  80  to  105,  with  good  appetite,  gen- 
eral improvement,  then  shot  up  to  10-4°,  pulse  to  125.  At  5 
p.m.  injected  serum;  twenty-four  hours  later,  temperature, 
101.5°;  gave  another  injection,  which  reduced  the  tempera- 
ture to  99°  in  twelve  hours,  and  has  continued  so  since. 

Erysipelas. 

Case  I. — Miss  B.,  aged  fourteen  years.  Saw  her  9  P.M., 
February  21,  1898.  Abscess  of  lower  jaw,  extending  down 
the  neck  and  discharging  at  two  points.  Cause,  extraction  of 
tooth.  Erysipelas  had  extended  half-over  head,  face,  and 
nose.  Line  distinctly  marked,  shining,  red  surface ;  tem- 
perature 104J°;  pulse,  140;  delirium,  constant  nausea  and 
diarrhoea.  Injected  one  bottle  of  antistreptococcic  serum  at 
8  a.m.  following  day;  temperature,  99f°;  pulse,  120;  gen- 
eral condition  wonderfully  improved  ;  no  extension  of  the 
swelling.  The  attack  was  cut  short  without  further  use  of 
the  serum,  and  rapidly  recovered; 

Case  II.  (Dr.  Pritchett.)— E.  H.,  child;  seen  October 
9th.  Erysipelas  of  right  leg  and  thigh;  much  swollen  . 
shining  red  ;  also  had  acute  nephritis,  with  marked  puffiness 
of  his  eye  and  face.  Urine  loaded  with  albumin  ;  temperature 
103 \°;  pulse  140.      Treatment  :  tonic,  stimulants,  and  alka- 
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line  diuretics.  October  10th,  no  improvement;  with  advice 
of  Dr.  Robinson  used  one-half  bottle  of  antistrepto 
serum;  next  day  temperature  100°;  pulse  12<);  redness  and 
swelling  of  limb  disappearing  rapidly  ;  general  condition 
much  improved  ;  used  remainder  of  the  bottle  of  serum  ; 
brought  temperature  to  normal,  and  rapid  recovery. 

You  will  note  this,  gentlemen,  that  with  the  exception  of 
three  cases  in  the  puerperal  class  the  attacks  came  on  within 
three  days  following  delivery.  Such  a  history  points  strongly 
to  the  streptococcus  as  the  cause  of  the  septicaemia.  When 
there  is  development  with  profuse  discharge  you  may  suspect 
saprjemia.  Still  there  is  often  a  mixed  infection,  and  you 
ueed  not  hesitate  to  use  the  antistreptococcic  serum  for  both 
the  possible  benefit  and  the  diagnostic  advantage.  The 
results  in  the  puerperal  cases  are  strongly  suggestive. 

The  post-operative  are  no  less  striking  in  their  response  to 
the  serum. 

The  septic  cellulitis  cases  and  the  guushot  wound  demon- 
trated  the  value  sufficiently  positive  to  encourage  further  trial. 

The  erysipelas  cases  were  too  positive  to  be  questioned. 

I  grant  you,  gentlemen,  from  a  strict  scientific  stand-point 
the  report  may  have  little  significance  to  microscopic  inves- 
tigation, but  to  the  great  body  of  busy  practitioners,  whose 
souls  are  deeply  stirred  by  these  perplexing  cases  and  who 
have  no  microscopical  advantages  or  conveniences,  the  anti- 
streptococcic serum  will  be  most  gladly  welcomed. 

Touching  the  doubt  of  all  things  without  microscopic 
proof,  I  would  say  that  it  appears  criminal  to  bar  the  pro- 
fession  from  the  use  of  a  remedy  pregnant  with  such  possi- 
bilities of  relief. 
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DISCUSSION. 


Dr.  L  S.  Stone,  of  Washington,  D.  C. — Mr.  President:  In 
order  to  start  the  discussion  I  must  Bay  thai  I  am  startled  at  the 
results  which  Dr.  Robinson  has  described  to-day  from  the  use  of 

antistreptococcic  serum.  In  fact,  I  do  not  remember  having 
heard  a  report  of  cases  of  erysipelas  treated  successfully  by  the 

serum.  This  is  the  first  I  have  heard.  I  wish  Dr.  Robinson 
had  given  us  the  untoward  results  following  the  use  of  the  serum, 
because  one  can  hardly  believe  that  it  is  possible  for  a  man  to 
have  Buch   an   uninterrupted  series  of  successful    results  with  a 

new  remedy.  If  lie  has  not  had  any  untoward  results  from  the 
serum,  he  must  expect  them  before  very  long,  because  there  are 
some  cases  of  puerperal  sepsis  which  cannot  be  cured  by  the 
serum.  I  do  not  want  him  to  flatter  himself,  or  to  flatter  us,  so 
as  to  make  us  think  lie  has  found  something  which  is  going  to 
be  a  specific.  I  am  saying  this  in  all  courtesy  and  kindness  to 
Dr.  Robinson,  and  I  am  sure  nothing  would  delight  the  members 
of  this  Association  more  than  to  have  his  results  verified  in  every 
city  and  locality  in  this  country,  lie  has  given  us  a  remarkable 
paper,  and  personally  I  congratulate  him  on  his  successful  results. 
So  far  as  Washington  is  concerned,  many  of  you  know  that 
Dr.  Fry  has  written  upon  this  subject.  He  has  solicited  the 
views  and  opinions  of  various  surgeons  and  obstetricians  all  over 
the  country  as  to  their  experience  in  regard  to  the  use  of  anti- 
streptococcic serum.  Dr.  Moran,  of  the  Columbia  Hospital,  is 
working  up  this  subject,  and  not  more  than  two  weeks  s 
had  a  striking  result  in  a  case  where  cultures  showed  a  pure 
growth  of  streptococcus.  I  may  say  right  here,  that  so  far  as 
we  have  learned  from  the  experience  <>f  others  in  cases  where  the 
microscope  has  demonstrated  the  pr 
poisoning,  favorable  results  have  been  obtained  by  the  u 
this  serum.  It  is  also  fair  to  state  that  in  many  cases  of  mixed 
infection  the  serum  has  not  had  the  expected  beneficial  i 
If  any  of  >r  members  have  had  experience  with  the  use 

of  tin1  serum,  I  hope  they  will  give  OS  the  benefit  of   it. 

Dr.  I\  W.  Pabham,  of  New  Orleans,  La. — I  will  merely  i 
to  one  case  in  my  own  family.    Oneof  my  children  was  attacked 
with  erysipelas  of  tin-  forehead,  which  progressed  steadily  down 
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one  side  of  the  face,  involving  the  nose,  and  then  affecting  the 
other  side.  Finally,  the  disease  Bpread  all  over  the  body,  with 
the  exception  of  a  small  area.  The  child  was  sick  two  months, 
I  procured  some  of  the  antistreptococcic  serum  from  Paris,  gave 
the  child  two  and  a  half  bottles  of  it.  In  the  first  dose  I  gave 
one  bottle  ;  second  dose,  one  bottle,  and  the  third  dose,  about  half 
a  bottle,  because  I  had  lost  some  of  it.  The  serum  produced 
absolutely  no  favorable  effect  of  any  sort  on  the  disease  ;  in  fact, 
the  erysipelas  progressed  steadily,  going  over  the  point  of  punc- 
ture, so  that  I  was  unfavorably  impressed  with  it.  This  is  only 
one  case,  but  it  was  undoubtedly  a  case  of  erysipelas,  as  a  num- 
ber of  my  professional  brethren  in  New  Orleans  saw  the  patient. 
The  serum  was  absolutely  sterile,  and  perfectly  harmless,  but 
ineffective. 

Dr.  J.  Wesley  Bovee,  of  Washington,  D.  C. — I  do  not  feel 
that  antistreptococcic  serum  has  yet  shown  the  utility  in  the 
treatment  of  septicemia  that  we  have  expected  of  it.  Certainly, 
in  my  experience,  it  has  proved  unsatisfactory.  We  must  first 
know  what  we  have  to  deal  with  before  we  use  the  serum.  A 
bacteriological  examination  is  required  ;  we  must  be  certain  we 
are  dealing  with  the  streptococcus.  The  serum  is  of  no  conse- 
quence whatever  in  any  other  form  of  sepsis.  In  the  mixed 
infections  by  the  streptococcus  and  staphylococcus,  wTe  see  prac- 
tically no  good  results  from  the  use  of  the  serum. 

Another  point  is  the  necessity  for  using  large  doses.  When 
we  find  a  suitable  case  the  dosage  of  a  good  serum  should  be 
increased  until  we  see,  perhaps,  some  bad  results  from  it.  The 
dosage  should  be  increased  as  long  as  the  patient  will  tolerate  it. 
Cases  have  been  reported  in  which  the  results  have  been  satis- 
factory. Dr.  Xorris,  of  Philadelphia,  who  was  infected  in  an 
operation,  and  was  in  great  danger  of  death  as  a  result  of  the 
infection,  was  treated  very  liberally  with  antistreptococcic  serum, 
and  he  says  his  life  was  saved  by  it.  There  are  other  cases  where 
nothing  else  was  found  but  the  streptococcus  upon  bacteriological 
examination,  in  which  large  doses  of  the  serum  have  been  used, 
and  yet  the  results  have  been  unsatisfactory.  The  serum  is  on  In- 
applicable in  early  cases.  If  we  take  a  case  of  streptococcic 
infection  late,  when  the  vitality  of  the  patient  is  greatly  sapped, 
and  possibly  there  are  accumulations  of  pus  in  various  regions, 
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the  serum  will  not  be  sufficient,  although  it  may  have  been  early 
in  the  case.  The  patient  will  probably  go  on  and  die  unless  the 
pus  can  be  evacuated  and  other  unfortunate  circumstances  that 
come  in  to  interfere  with  recovery  arc  removed. 

Dr.  Willis  P.  Westmoreland,  of  Atlanta,  Ga. — I  have 
been  very  much  interested  in  Dr.  Robinson's  paper.  T  have 
heard   and    read   of  cases  cured   by  antistreptococcic  serum   that 

were  even  more  startling  than  those  reported  by  him.  There  is 
one  very  important  point  that  we  should  not  Lose  Bighl  of  in  dis- 
cussing this  subject,  and  that  is,  of  the  many  preparation-  of 
serum  on  the  market,  nine  out  of  ten  are  valueless,  and  we  can 
arrive  at  no  conclusions  from  their  use. 

In  regard  to  a  man  having  the  courage  of  his  convictions  as 
to  what  to  do,  I  wish  to  refer  briefly  to  tetanus.  The  treatment 
"with  the  sernm  shows  that  the  best  results  are  obtained  by  injec- 
tions of  it  directly  into  the  brain.  A  surgeon  in  Philadelphia 
treated  a  case  of  tetanus  successfully  not  long  since  in  this  way. 
Jn  this  particular  case,  however,  the  surgeon  was  satisfied  with 
the  preparation,  he  had  the  courage  of  his  convictions,  used  the 
serum,  and  got  good  results.  It  is  said,  too,  that  a  gentleman  in 
charge  of  the  Pasteur  Institute  in  New  York  was  called  to  Phila- 
delphia to  see  a  similar  case.  He  injected  antitoxin  into  the 
brain  and  cured  his  patient.  But  in  general  surgery  we  ought 
not  to  charge  unsuccessful  results  to  this  or  that  thing  or  to  fail- 
ure of  the  preparation  unless  we  know  exactly  what  the  prepa- 
ration is.  There  are,  perhaps,  ii fly-odd  firms  that  are  making 
preparations  of  serum  and  putting  them  on  the  market.  Those 
who  have  studied  this  subject  know  that  the  preparations  are 
influenced  by  temperature ;  these  preparations  are  sent  by  phar- 
maceutical firms  all  over  the  country,  and  physicians  do  not 
know  whether  they  have  been  kept  a  week,  a  month,  or  two 
months  before  use.  I  do  not  think  it  is  quite  fair,  therefore,  to 
charge  all  unsatisfactory  results  to  the  remedy. 

I  believe  in  the  next  decade  tint  carcinoma  will  be  treated 
with  preparations  of  this  kind  rather  than  by  the  knife,  and 
that  we  will  get  much  better  results  than  we  do  now  from  oper- 
ating. Many  errors  occur  from  the  fact  that  statistics  are  not 
checked  on  both  sides--!  mean  checked  so  far  as  the  diagm 

1:1c  I,  as  woll  as  the  remedy  used. 
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I>i:.  Robinson  closing  the  discussion). — In  reply  to  Dr.  Stone, 
I  did  Dot  the  antistreptococcic  serum  as  a  panacea.     I 

have  Bimply  submitted  the  results  of  its  use  as  I  have  observed 
them  in  the  cases  described.  Whether  my  diagnoses  wore  faulty 
or  Dot,  I  do  not  know.  But  I  think  every  member  of  the  Asso- 
ciation will  hear  me  out  in  one  statement,  namely,  that  when  a 
man  has  been  practising  medicine  for  a  long  time,  and  is  an 
intelligent  observer,  he  is  not  often  deceived  when  he  ha-  a 
of  septicaemia  to  deal  with.  Septicemia  is  usually  sufHcieutly 
marked  for  any  man  to  make  the  diagnosis.  I  stated  positively 
that  the  serum  was  of  no  use  except  for  streptococcus  infection. 

Dr.  Stone  asked  why  I  did  not  report  my  untoward  re.-mlts. 
I  reported  exactly  what  has  occurred  in  the  last  thirteen  months 
under  my  observation,  and  nothing  else. 

I  have  submitted  the  serum  to  you  for  trial  because  I  have 
obtained  eminently  satisfactory  results  with  it.  If  I  am  not 
mistaken,  with  the  use  of  good  serum,  in  twelve  months  some  of 
you  will  report  results  equally  as  good  as  mine. 


THORACIC  RESECTION   FOR   TUMORS    GROW- 
ING   FROM   THE    BONY    WALL   OF 
THE  CHEST. 


By  F.  W.   Pabham,  M.   D., 
.y.  ■'  Orleans.  La. 


"  All  experience  is  an  arch  wherethro' 
Gleams  that  untravelled  world,  whose  margin  fades 
Forever  and  forever  when  I  move." — ULYSSES. 

In  the  spring  of  1897  I  operated  in  the  Charity  Hospital 
upon  a  young  colored  woman  for  a  sarcoma  of  the  thoracic 
wall  requiring  the  resection  of  several  inches  of  the  third, 
fourth,  and  fifth  ribs.  It  was  impossible  to  separate  the 
tumor  from  the  pleura  without  tearing  the  latter;  a  rent  of 
five  inches  was  made,  which  permitted  easily  the  thrusting  of 
the  whole  hand  into  the  pleural  cavity.  Suddenly  was  pre- 
sented to  our  anxious  view  one  of  the  most  startling  clinical 
pictures  that  the  surgeon  can  ever  be  called  upon  to  witness. 
At  such  a  sight  the  stoutest  heart  will  quaver.  No  wonder 
the  older  surgeons  discountenanced  such  operations,  and  in 
the  times  when  there  was  neither  anaesthetic  nor  asepsis  the 
surgeon  might  well  be  excused  for  indorsing  the  condemna- 
tion uttered  by  Dieffenbach  against  Milton  Antony  for  his 
temerity  in  venturing  to  remove  a  tumor  of  the  chest-wall 
with  a  large  piece  of  the  lung.  This  Dieffenbach  pronounced 
the  greatest  error  in  this  field  of  surgery,  and  he  added  that 
••'  the  like  operations  go  too  much  counter  to  all  physiology 
and  give  to  the  beautiful  saving  art  the  appearance  of  cruel 
annihilation-mechanii 

sudden  In  my  case  was  the  pneumothorax  and  so  striking 
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were  the  manifestations  of  profound  shock,  threatening  almost 
instant  dissolution  before  our  eyes,  that  I  resolved  to  acquaint 
myself  more  thoroughly  with  the  dangers  of  thoracic  surgery 
and  to  study  the  resources  of  our  art  for  successfully  dealing 
with  such  emergencies  as  are  horn  with  the  sudden,  accidental, 
or  intentional,  opening  of  the  pleural  cavity. 

Soon  after  that  my  friend,  Dr.  Matas,  chairman  of  the 
Surgical  Section  of  the  Louisiana  State  Medical  Society, 
selected  for  his  address  the  subject  of  thoracic  surgery,  and 
I  agreed  to  open  the  discussion.  Dr.  Matas  at  once  took  up, 
with  his  usual  vigor  and  thoroughness,  the  investigation  of 
the  whole  field  of  chest  surgery.  His  work,  soon  to  be  pub- 
lished, presents  in  a  most  interesting  and  thorough  manner 
a  review  of  the  astounding  progress  made  in  the  past  twenty 
years  in  this  important  branch,  and  clearly  indicates  its  glow- 
ing possibilities  in  the  coming  decades. 

The  result  of  his  labors  lies  before  me.  I  shall  strive  in 
this  paper  not  to  trench  too  much  upon  his  ground,  but  shall 
rather  try  to  provide  the  complement  to  his  work,  in  so  far 
as  it  relates  to  but  one  phase  of  thoracic  surgery,  as  indicated 
in  the  title  of  this  paper. 

Since  the  meeting  of  the  State  Medical  Society,  in  May, 
1898,  when  the  discussion  on  chest-surgery  took  place,  I  have 
had  another  case,  similar  to  the  one  above  referred  to ;  but, 
although  both  happily  recovered,  the  almost  insignificant  dis- 
turbances during  and  after  the  operation  in  the  last  case  were 
in  such  striking  contrast  with  the  stormy  manifestations  of  my 
first  operative  attack  that  I  cannot  forbear  here  to  express 
my  deep  gratitude  to  Fell  and  O'Dwyer,  whose  labors  in  the 
fields  of  intubation  and  forced  respiration  enabled  me  in  the 
second  case  to  overcome  the  dangers  of  the  first.  I  would 
not  willingly  discredit  in  any  degree  the  original  investiga- 
tions of  Tuffier  and  Hallion  and  of  Quciui  and  Longuet, 
nor  would  I  speak  disparagingly  of  Doyen's  mechanical  inge- 
nuity as  displayed  in  his  independently  devised  apparatus  for 
artificial  respiration;  but  it  is  only  just  to  say  that  credit 
belongs  to  Dr.  Fell,  of  Buffalo,  for  giving  to  surgery  an 


F.   W.   PAEHAM.  225 

apparatus  embodying  in  its  practical  evolution  the  principles 

bo  ardently  urged  by  Fell  and  O'Dwyer.     As  far  as  I  can 

learn,  I  am  the  first  to  demonstrate  the  value  of  this  admir- 

apparatus  (used  in  my  second  case)  in  maintaining  the 

respiration  during  operations  of  this  kind. 

It  is  my  purpose  in  this  paper  to   present  all   the  cases  of 
;ioii  for  malignant  tumor  of  the  thoracic  skeleton  that  I 
have  been  able  to  find  in  medical  literature. 

My  work  has  keen  much  facilitated  by  the  chapter  on  this 
subject  in  Paget's  entertaining  work  on  the  Surgery  of  the 
Chest,  1896  ;  by  Quenu  and  Longuetfs  article  "  Des  Tumeurs 
du  Sqnelette  Thoracique,"  in  the  Revue  de  Ohirurgie^  May 
10, 1898  ;  by  the  paper  of  Gernlanos  on  "  Operative  Pneumo- 
thorax," in  the  Deutsch.  Zeitschr.  f.  Chir.,  for  October,  1898. 
To  these  I  am  especially  indebted,  but  in  most  cases  I  have 
consulted  the  original  bibliographic  references,  and  have  thus 
been  enabled  to  correct  some  errors  in  reports  of  cases,  to 
throw  out  some  erroneously  included,  and  to  add  other-  not 
found  in  any  of  the  collections  of  cases  accessible  to  me. 

I  regret  very  much  that  in  the  preparation  of  this  paper  T 
was  unable  to  find  in  the  Surgeon  General's  Library  at  Wash- 
ington, Campe's  Guttingen-Dissertation,  1894,  "  Ueber  Tu- 
moren  der  Knoehernen  Thoraxwand,"  in  which  he  has  col- 
lected fifty-seven  eases,  of  which  forty  were  costal  and 
seventeen  sternal.  I  particularly  regret  my  failure  to  see 
his  list,  because  I  should  have  been  able  to  get  fuller  accounts 
of  some,  especially  Koanig's  interesting  cases.  I  have,  how- 
ever, succeeded  in  obtaining  many  of  his  data  from  Pagers 
work,  where  Campe's  thesis  is  properly  credited. 

Other  references  not  found  in  connection  with  cases  reported 
will  be  found  at  the  end  of  this  paper. 

Tumors  of  the  ribs  and  sternum  may  be  conveniently 
divided   into  : 

Primary^  including  fibroma, chondroma,  Barooma, and  their 
combinati 

xmdary,  including  sarcomas  and  carcinoma-. 

Qu6nu  and  Longuet  bave  tabulated  their  cases  in  twocl 

-urg  U 
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— the  extrapleural  or  non-penetrating,  and  the  intrapleural  or 

penetrating.  They  have  further  arranged  them  under  fibro- 
mata, enchondromata,  and  sarcomata,  excluding  altogether  the 
carcinomata. 

I  have  adopted  the  division  into  extrapleural  and  intra- 
pleural operations,  but  have  not  attempted  separate  grouping 
of  the  histological  forms,  and  have  included  carcinomas, 
believing  these  should  enter  into  a  determination  of  the  opera- 
tive results,  and  should  no  more  be  excluded  from  such  a  list 
than  many  of  the  malignant  sarcomas. 

These  cases  are  arranged  by  years,  so  as  to  exhibit  the 
movement  in  surgical  progress  to  better  advantage. 

The  operative  attack  must  be  so  much  modified,  according 
as  to  whether  the  pleura  is  involved  or  not,  that  I  shall  con- 
sider the  cases  in  two  distinct  series. 

Series  I.     Cases  in  which  the  pleura  was  not  opened. 

Series  II.  Cases  in  which  the  pleura  was  opened  either 
deliberately  or  accidentally. 


Series  I.    Cases  in  which  the  Pleural  Cavity  was 
not  Opened. 

Case  I. 

Case  of  Osias  Ainiar,  1778,  osteosarcoma.  This  case  is 
erroneously  made  to  appear  as  two  cases  in  (iuenu  and  Lon- 
guet's  table.  Xo  case  can  be  properly  credited  to  Lazarius 
Riverius,  as  none  is  to  be  found  in  his  works  except  that 
communicated  to  him  by  Osias  Aimar.  It  appears  as  the 
second  case  in  observation  No.  491  in  the  list  of  513  observa- 
tions or  histories  in  the  Four  Books  of  Lazarius  Riverius, 
translated  by  Nicholas  Culpepper,  London,  1678,  p.  315. 
The  case  is  as  follows  : 

"  M.  de  Beffin,  captain  of  a  band  of  soldiers,  had  for  a 
long  time  a  scirrhous  or  hard,  senseless  tumor  in  his  left  side 
upon  the  true  ribs,  viz.,  the  fifth,  sixth,  and  seventh.  A  cer- 
tain surgeon  opened  the  tumor  with  an  actual  cautery,  out  of 
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which  there  came  very  little  matter, and  there  remained  very 
grievous  pains  in  the  part;  which  compelled  him,  living  in 
the  country,  to  come  to  Grenoble  and  implore  my  help.  I 
found  the  ulcer  as  hie;  as  the  palm  of  one's  hand  and  the  ribfl 
underneath  infected  more  than  half  their  length  with  rotten- 
ness. Premising,  therefore,  universal  medicaments,  I  cut  off 
the  extremities  of  the  ribs  the  quantity  of  four  fingers3  breadth, 
applying  afterward  an  actual  cautery  to  their  extremities. 
Finally  with  catagmatical  powders  I  procured  a  separation 
of  the  burned  parts,  and  with  detergent  and  incarnating  medi- 
cines I  did  heal  up  the  ulcer  and  bring  it  to  a  scar."' 

This  case  is  probably  correctly  classified  by  Quenu  and 
Longuet  as  one  of  osteosarcoma,  but  the  description  does  not 
justify  one  in  saying  that  it  may  not  have  been  tuberculous 
disease  of  the  ribs  or  carcinoma.  The  case  is,  however, 
retained. 

Case  II. 

Case  of  Cittadini,  1820,  osteosarcoma  (Annali  Universali 
de  medicina,  Milano,  1826,  xxxvii.,  404). 

F.  L.,  male  (age  not  stated),  farm  laborer,  had  suffered  for 
many  years  with  a  tumor,  which  was  now  fungous  in  char- 
acter and  situated  in  the  cartilages  of  the  sixth  and  seventh 
true  ribs  and  in  the  first  false  rib  an  inch  from  xiphoid 
appendix.  Its  base  did  not  exceed  two  inches  in  circumfer- 
ence. 

The  operation  was  done  in  February,  1820,  by  Cittadini. 

A  piece  of  skin  around  the  fungus  was  removed,  three 
inches  in  diameter,  and  the  muscular  fibres,  belonging  partly 
to  the  rectus,  partly  to  the  great  abdominal  oblique,  loosened 
by  blunt  dissection;  and  the  fungus  mass  was  removed 
together  with  the  cartilages  and  rib  involved.  Hemorrhage 
was  arrested  by  fire.  It  would  appear  from  the  account  that 
a  fungous  growth  was  left  behind,  but  it  is  nevertheless  stated 
that,  when  the  man  died  two  year-  afterward,  the  fungous 
growth  had  not  reappeared. 

The  healing  was  .-low,  but  was  finally  completed  after  four 

month-. 
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Case  III. 

Warren's  case,  1837,  osteochondroma  (Boston  Medical  and 
deal  Journal,  1837,  vol.  xvi.  p.  128). 

The  patient  was  formerly  a  shoemaker,  aged  forty  years, 
but  at  present  is  a  trader.  He  came  to  Boston  in  the  spring 
of  1836  to  consult  Dr.  Warren  for  a  hard  tumor  on  thi 
tilages  of  the  left  ribs.  His  case  was  this  :  Two  years  before, 
while  holding  a  shoe,  on  which  he  was  at  work,  against  the 
breast,  the  shoe  slipped  under  the  pressure  and  struck  him  on 
the  cartilage  of  the  sixth  rib.  The  following  day  he  perceived 
a  slight  swelling  on  the  spot.  This  gradually  increased,  and 
was  about  three  inches  in  length  when  he  was  first  examined. 
An  operation  was  advised,  to  which  he  assented;  but  having 
some  business  to  transact  he  returned  home,  and  did  not 
appear  again  until  about  the  commencement  of  the  present 
month,  when  he  entered  the  hospital  for  the  purpose  of  sub- 
mitting himself  to  an  operation.  The  size  of  the  tumor  dur- 
ing this  period  had  greatly  increased.  Beginning  at  the 
upper  edge  of  the  cartilage  of  the  fifth  rib,  it  extended  to  the 
lower  edge  of  that  of  the  eighth,  being  about  five  inches  in 
Length  from  above  downward,  aud  four  in  a  transverse  direc- 
tion, from  the  median  line  to  the  left.  In  color  the  skin  was 
not  changed,  excepting  that  it  exhibited  numerous  enlarged 
veins.  In  consistence  it  had  the  firmness  of  a  periosteal  tumor 
— that  is,  something  less  than  a  bony  hardness.  A  degree  of 
sensibility  existed  on  the  edge  of  the  cartilage  of  the  fifth  rib 
and  at  some  other  points.  It  was  slightly  movable  in  a  lateral 
direction,  but  not  in  the  vertical,  and  its  movement  did  not 
appear  to  affect  the  ribs.  There  was  a  sensible  pulsation  in 
it  without  vibration.  The  patient  wished  to  know  whether 
an  operation  for  his  relief  could  be  safely  performed.  The 
skin  over  the  tumor  was  adherent. 

The  first  question  was,  What  i<  the  nature  of  this  tumor? 
To  the  eye  it  had  the  appearance  of  an  osteosarcoma  ;  to  the 
touch  it  wanted  the  osseous  plates  of  that  disease.  Was  it  a 
disease  of  the  perichondrium  ?     Might  it  not  be  a  projection 
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caused  by  internal  aneurism?  I>1<1  it  lie  on  the  outside  of 
the  ribs,  or  might  it  not  extend  inward  as  well  as  outward  '.' 
There  was  an  obvious  dip  of  the  tumor  below  the  edges  of  the 
cartilages  into  the  epigastrium. 

Dr.  Warren  seemed  to  think  that  it  was  either  a  scirrhous 
or  perichondria!  disease — lying  under  the  externus  oblique 
and  rectus  muscles,  and  over  the  cartilages  of  the  rib-,  whence 
it  descended  into  the  epigastric  region  and  came  in  contact 
with  the  external  face  of  the  internal  oblique.  As,  how- 
ever, it  might  extend  through  the  thickness  of  the  cartilages, 
it  would  be  necessary  to  consider  the  possibility  of  taking  out 
these  cartilages.  It  appeared  to  be  practicable,  after  cutting 
through  the  externus  oblique  and  transversalis  to  the  cartil- 
lage,  even  to  separate  the  diaphragm  to  the  extent  of  an 
inch  in  the  direction  upward,  and  then,  without  opening  the 
peritoneum,  pericardium,  or  pleura,  to  cut  through  and  remove 
the  cartilages  if  diseased. 

A  meeting  being  held  of  the  consulting  surgeons  of  the 
hospital,  it  was  decided  that  it  was  proper  to  perform  the 
operation,  and  proceed  in  as  far  as  the  patient's  safety  would 
permit.  The  operation  was  performed  on  March  9th  in  the 
following  manner:  The  patient  being  placed  on  a  table,  an 
incision  seven  inches  in  length  was  made  from  the  fourth  rib 
downward,  and  the  anterior  face  of  the  tumor  exposed  by 
dissecting  away  the  integuments  with  the  externus  oblique 
and  rectus  muscles,  so  far  as  these  were  not  incorporated  in 
the  tumor.  Its  face  being  exposed,  presented  a  bluish  color, 
and  was  of  a  scirrhous  hardness.  Every  stroke  of  the  knife 
was  :'  Mowed  by  a  copious  flow  of  blood.  When  the  circum- 
ference of  the  tumor  was  uncovered  it-  edges  were  found  to 
be  quite  undefined  and  c  >ncealed  by  the  muscles  above  men- 
tioned. These  being  cut  through,  an  ill-defined  edge  was 
discovered,  and  the  dissection  was  continued  along  the  ribs, 
from  which  it  was  perceived  that  the  tumor  could  be  detached, 
although  strongly  adherent.  When  the  dissection  was  carried 
as  far  as  the  edge  of  the  ribs  the  tumor  was  found  to  turn 
down  over  the  cartilages  into  the  epigastic  region,  to  involve 
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the  internal  oblique  and  transversalia  muscles,  and  to  adhere 
to  the  peritoneum  for  the  space  of  about  an  inch.  From  this 
it  was  dissected  up,  and  the  whole  tumor  removed  in  a  mass. 
The  latter  part  of  the  operation  was  much  obscured  by  the 

quantity  of  blood  which  was  given  out  by  the  arteries  on  all 
Four  large  arteries  and  some  smaller  ones  required 
ligatures.  The  patient  suffered  much  when  the  tumor  was 
raised,  from  its  drawing  the  peritoneum  outward.  This  part 
of  the  operation,  however,  was  short,  and  as  soon  as  it  was 
terminated  he  ceased  to  suffer  severely.  The  wound  was 
closed,  leaving  an  outlet  for  the  sanguineous  oozing  (sixth 
and  seventh  ribs  were  resected). 

On  examination  of  the  tumor  it  presented  a  cartilaginous 
hardness.  Its  surface  on  all  sides  was  composed  of  the 
muscles  between  which  it  lay.  Its  substance  consisted  of  a 
brownish  texture,  in  which  a  multitude  of  granulations,  the 
sixteenth  of  an  inch  in  size,  presented.  At  one  point  there 
was  a  softening,  as  if  suppuration  was  about  to  commence. 
At  another  a  discolored  spot  was  seen.  The  internal  or 
epigastric  part  was  equally  hard  with  the  rest  of  the  tumor. 
The  surfaces  of  the  cartilages  were  deeply  depressed  where 
the  tumor  had  lain. 

The  patient  since  the  operation  has  had  a  smart  fever,  and 
some  appearances  of  peritoneal  inflammation,  which  was 
relieved  by  two  or  three  bleedings.  From  this  he  is  now 
convalescent. 

(Recurrence  took  place,  but  I  can  find  no  details.) 

Case  IV. 

Second  ease  of  J.  C.  Warren,  1837,  osteosarcoma  (Boston 
Medical  and  Surgical  Journal,  1837,  vol.  xvi.  pp.  203, 
204). 

The  patient  was  a  stout,  healthy  person,  a  surveyor,  aged 
thirty  years,  from  Upper  Canada.  Six  years  since,  and  with- 
out any  previous  injury  that  he  was  aware  of,  a  small,  hard 
tumor  appeared  over  the  angle  of  the  ninth  or  tenth  rib. 
From  that  time  to  the  present  it  has  gradually  increased  in 
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size — having,  however,  daily,  less  of  that  bony  hardness  which 
characterized  it  at  first. 

It  was  of  a  circular  form,  about  six  inches  in  diameter,  and 

having  an  elevation  above  the  ribs  of  between  two  and  three 
inches.     It-  situation  was  on  the  lower  part  of  the  chi  st, 

covering  a  portion  of  the  seventh,  eight,  ninth,  and  tenth  ribs 
— to  all  of  which  it  appeared  attached,  but  more  firmly  to  the 
ninth,  which  was  most  affected  by  its  movements.  The  skin 
covering  the  tumor  was  perfectly  natural,  both  in  color  and 
consistence,  and  the  patient  complained  of  no  inconvenience  or 
suffering  from  the  disease. 

The  operation  was  performed  on  March  27,  1837,  in  the 
following  manner  :  The  patient  was  placed  on  a  table  a  little 
inclined  to  the  right,  with  a  pillow  under  the  chest,  so  as  to 
cause  a  projection  of  the  left  side  of  the  thorax. 

The  operation  was  commenced  by  a  longitudinal  incision, 
about  five  inches  in  length,  directly  over  the  tumor.  This 
was  joined  by  another  transverse  incision  at  right  angles  with 
its  central  part — the  two  incisions  being  well  represented  by 
the  letter  T.  The  flap  thus  formed  being  dissected  up,  the 
insertions  of  the  external  oblique  were  exposed  and  dissected 
off,  not  without  some  difficulty,  however,  on  account  of  its 
strong  contractions.  The  latissimus  dorsi  was  now  discovered 
passing  over  the  outer  edge  of  the  tumor,  and  the  same,  in 
fact  more,  trouble  was  experienced  in  dividing  this  muscle 
than  the  preceding  ;  the  dissection  of  it  was  excessively  painful 
to  the  patient,  and  was  followed  by  some  hemorrhage.  The 
tumor  being  at  length  perfectly  exposed,  was  found  to  origi- 
nate from  the  ninth  rib,  but  was  strongly  adherent  to  the 
seventh,  eighth,  and  ninth.  A  knife  was  now  carefully 
insinuated  under  the  tumor  and  its  adhesions  to  the  ribs  dis- 
sected off,  great  care  being  taken  not  to  cut  through  the  inter- 
costal muscle  and  penetrate  the  chest.  A-  the  attachment  of 
the  tumor  to  the  ninth  rib  was  not  by  its  whole  base,  it  was 
thou- lit  that  more  of  the  rib  might  be  saved  by  first  detach- 
ing the  tumor  and  afterward  cutting  out  the  rib  than  by 
removing   both    tumor  and    rib   together.      it    was,  therefore. 
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cut  off  from  the  rib  at  about  au  inch  distance  from  its  eartil- 
and  the  morbid  origin  of  the  tumor  expose.]. 

The  intercostal8  were  now  cut  through,  the  diaphragm  care- 
fully separated  from  the  rib  and  pleura,  and  a  director  passed 
under  at  the  points  where  the  rib  was  to  be  divided.  The 
bone  was  next  cut  through  with  the  cutting  forceps,  and  about 
two  inches  of  it  in  length  removed  with  a  portion  of  its  car- 
tilage. The  diaphragm  immediately  rose  up,  forming  a  hernia 
between  the  ribs.  The  hemorrhage  was  not  great,  most  of  it 
being  from  the  divided  muscles.  Xo  artery  bled  sufficiently 
to  require  being  secured  by  ligature.  The  wound  was  brought 
together  by  sutures  and  adhesive  plasters.  The  patient  was 
very  little  exhausted  by  the  operation.  A  considerable  degree 
of  febrile  excitement  followed,  requiring  the  employment  of 
copious  bleeding. 

The  wound  was  united  nearly  throughout  by  first  inten- 
tion, and  the  patient  is  rapidly  gaining  strength  without  the 
occurrence  of  any  bad  symptoms. 

In  this  case,  unlike  the  preceding,  very  little  thickening 
of  the  parts  lying  under  the  ribs  had  taken  place.  This 
rendered  the  difficulty  much  greater  in  separating  the  pleura 
and  diaphragm  from  their  adhesions  to  the  ribs,  which,  how- 
ever, was  finally  accomplished  without  penetrating  the  chest. 
(Quenu  and  Longuet  mention  resection  of  the  sixth,  seventh, 
eighth,  ninth,  and  tenth  ribs.) 

Both  of  these  operations  sufficiently  demonstrate  that  the 
excision  of  the  ribs,  with  sufficient  precaution,  may  be  prac- 
tised with  comparative  safety. 

Case  Y. 

Case  of  Paget,  1853,  chondroma  (Paget's  Surgical  Path- 
ology). 

(Case  No.  21  in  Schlapfer  von  Speicher's  list.)  A  man,  age 
not  given.  The  tumor  was  a  pure  enchondroma,  formed  of 
hyaline  cartilage.  It  was  removed,  but  recurred,  and  death 
resulted.  The  second  tumor  was  mixed  in  structure,  prob- 
ably medullary  sarcoma. 
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Case  VI. 

Case  of  Gibson,  1853,  chondroma.  No.  26  in  Schlapfer 
von  Speicher's  list.  This  was  a  boy,  aged  six  years.  The 
tumor  seems  to  have  developed  as  the  result  of  a  blow.  The 
ribs   and   spinous   apophyses  were  involved.      The  tumor  was 

extirpated,  but  the  boy  died  six  years  afterward  from  recur- 
rence. 

Case  VII. 

Case  of  Foueher,  1859,  chondroma  {Monit.  d.  8C.  n><<l.  <t 
pharm.,  Paris,  1859,  vii.,  12G,  133.  Schlapfer  von  Speicher's 
No.  15). 

Man,  aged  thirty-five  years  (peasant).  Right  side,  region 
of  the  breast.  Five  years  ago  he  noticed  a  tumor  the  size  of 
a  ha/el-nut.  Stationary  four  years.  Six  months  ago  grewr 
rapidly,  with  severe  lancinating  pains.  On  admission  into 
the  hospital  it  was  the  size  of  a  large  hen's  egg.  Skin  nor- 
mal, not  adherent  at  any  place.  Very  hard,  not  uniform, 
bossed ;  in  shape  a  flattened  ovoid.  Axillary  glands  not 
affected. 

Operation,  November  13,  1859  :  Oval,  circumscribing  in- 
cision. Sprang  from  perichondrium  of  the  fifth  rib.  Chill 
next  clay.  Death  two  days  later  from  purulent  pleurisy. 
Autopsy  showed  right  pleural  cavity  filled  with  purulent 
secretion. 

Broca  examined  the  tumor  microscopically.  Thought  it 
mostly  formed  of  cartilaginous  tissue,  having  undergone  some 
alterations, but  not  cancerous.  Enchondroma  not  well  under- 
stood clinically  in  those  days,  especially  in  those  regions. 
Velpeau  does  not  mention,  in  his  TraitS  des  Mai.  de  Sein., 
enqhondroma.  The  diagnosis  should  lie  between  Bcirrhus 
and  enchondroma. 

Case  VIII. 

Case  of  Virchow,  1863,  chondroma.               No.  9  in  the 

li-t  of  Schlapfer  von  Speieher.      (Sec  also  Yin'  \re  V. 
den.  Gresch.,  L863,  Band  i.) 

The  patient  was  an  old  man,  age  not  mentioned.  It  is  not 
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stated  where  the  tumor  was  situated  nor  on  which  side.  It 
appeared  to  come  from  the  ribs,  but  really  came  from  the 
intercostal  spaces.  The  tumor  could  not  be  completely 
removed;  it  was  only  cut  off  to  the  level  of  the  thorax. 
The  wound  healed,  notwithstanding  an  attack  of  erysipelas 
and  pleural  metastasis,  which  invaded  also  the  daiphragm 
and  lungs.  The  tumor  was  cartilaginous  in  structure,  but 
had  undergone  ossification  in  parts. 

Case  IX. 

Case  of  Hueter  and  Langenbeck,  1865,  sarco-chondroma. 
Taken  from  No.  4  in  Schliipfer  von  Speicher's  list.  (See  also 
Archiv  fur  kiln.  Chir.,  1866.) 

H.  L.,  aged  thirty-three  years,  letter-carrier.  Tumor  to 
the  right  side  of  the  vertebral  column.  Admitted  to  the  sur- 
gical clinic,  Berlin,  December  9,  1846.  One  year  before  a 
small  tumor  was  discovered  on  the  back,  near  the  tenth  rib. 
He  had  been  struck  by  a  heavy  package  falling  from  a  post- 
wagon.  The  tumor  grew  slowly  at  first,  without  any  severe 
pain.  Later  severe  stretching  and  drawing  pains  came  on, 
and  the  tumor  began  to  grow  more  rapidly. 

Examination.  The  tumor  was  found  to  be  the  size  of  a 
child's  head,  sharply  limited,  extending  from  the  posterior 
inferior  angle  of  the  scapula  downward  to  the  lower  edge  of 
the  ribs.  The  skin  was  movable,  and  could  be  picked  up 
from  the  tumor.  It  could  not  be  determined  whether  the 
pleura  and  peritoneum  were  involved.  The  matter  was  fully 
laid  before  the  patient,  the  dangers  and  uncertainties  of  the 
operation  being  fully  explained.  He  insisted  upon  the  opera- 
tion, so  Langenbeck  did  it; 

Operation  :  A  half-circular  skin-flap  was  taken  up  and  the 
latissiraus  dorsi  was  partially  cut.  Very  great  difficulty  in 
freeing  the  parts  of  the  tumor.  The  tenth  and  eleventh  ribs 
were  lost  in  the  mass  ;  these  were  cut  in  front  and  behind 
with  Liston's  scissors,  and  the  tumor  was  removed  after  sepa- 
ration of  the  soft  parts.  An  area  of  peritoneum,  four  inches 
square,  was  exposed.    Three  ligatures  were  used.    The  wound 
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was  closed  by  fourteen  sutures.  The  Hap  had  contracted  so 
much  during  the  operation  that  it  was  now  just  sufficient  to 

cover  the  defect.     For  several  days  there  was  frequent  pulse, 

but  otherwise  the  condition  was  good.  <  )n  the  third  day  some 
stitches  were  cut  to  let  out  secretion-  that  were  distending  the 

wound.  The  wound  was  irrigated  with  permanganate  of 
potassium  solution. 

On  December  23d  there  was  a  small  sloughing  of  the  flap, 
the  other  portion  being  united,  so  that  erysipelas,  which 
occurred  later  in  the  flap,  extending  upward  to  the  neck,  did 
not  disturb  the  wound  in  its  healing  to  any  extent.  Three 
weeks  after  the  operation  the  patient  left  his  bed,  and  on 
February  1,  1865,  after  complete  healing  of  the  wound,  he 
was  allowed  to  go  home. 

A  letter  to  Hueter,  nine  months  later  from  the  patient, 
showed  that  no  recurrence  was  visible  up  to  that  time. 

Examination  of  the  tumor  macroscopically  and  microscopi- 
cally showed  enchondroma  with  probable  sarcoma. 

Case  X. 

Case  of  F.  Busch,  1869,  osteosarcoma  (Langen beck's  Ar- 
chiv  f.  Iclin.  Chir.,  1872,  xiii.  p.  49). 

Bertha  M.,  aged  twenty  years.  Had  a  tumor  the  size  of 
an  infant's  head  under  the  angle  of  the  scapula.  It  was  not 
adherent  to  the  skin,  and  slightly  movable  against  the  ribs. 
It  had  been  growiug  about  six  months.  The  steps  of  the 
operation  are  not  described,  but  it  is  stated  that  the  tumor 
had  destroyed  the  ribs  and  had  affected  the  pleura.  There 
were  also  metastases  iu  the  lungs. 

The  patient  died  of  shock.     The  operation  was  unfinished. 

Case  XI. 

Case  of  Thiersch,  1871,  chondroma.  No.  "21  in  the  list  of 
Schlapfer  von  Speicher. 

The  patient,  a  man,  age  not  stated.  The  tumor  was  situ- 
ated on  the  right  side  in  front,  starting  from  the  second 
and  third  ribs.     The  tumor  was  not  completely  removed,  and 
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mortification  of  the  intrathoracic  portion  took  place.     There 

was  a  cavity  the  Bize  of  an  egg  communicating  with  the  exte- 
i        'V  an  orifice  the  size  of  a  dollar.    Jt  was  an  enchondi 

Case  XII. 

Case  of  Billroth,  1871,  chondroma.  Case  Xo.  5  in  the  list 
of  Schlapfer  von  Speicher  (Dcutech.  Zeitsch.  /.  Chir,,  1881). 

Man,  aged  thirty-six  years.  Always  healthy  formerly;  he 
had  remarked  since  January,  1870,  a  painless  tumor  on  the 
ribs,  immediately  under  the  right  clavicle.  No  cause  assign- 
able. It  grew  steadily,  and  had  reached  on  October  20th  a 
vertical  measurement  of  five  inches  and  a  transverse  of  four 
inches,  reaching  from  under  the  edge  of  the  clavicle  to  the 
third  rib,  and  from  the  right  sternal  edge  to  beyond  the  mam- 
mary line.  Skin  unchanged.  Tumor  hard  and  firm,  immov- 
ably fixed  on  the  ribs  and  covered  by  the  pectoral  muscle. 
Tolerably  sharply  limited,  and  without  pulsation.  Aneurism 
excluded  as  well  as  mediastinal  tumor. 

Diagnosis  :  Chondroma  or  sarcoma  of  the  ribs.  It  was 
evident  from  its  rate  of  growth  that  it  must  soon  end  the  life 
of  the  patient  by  either  growing  externally  and  breaking  down 
or  internally,  produciug  compression  of  the  lung  and  great 
vessels  or  internal  metastasis.  On  the  other  hand,  it  was 
clear  that  the  extirpation  of  the  tumor  was  dangerous  because 
of  the  difficulty  of  avoiding  opening  of  the  pleural  sac,  or 
because  radical  operation  might  demand  it.  Billroth's  sec- 
tions in  such  cases  had  shown,  not  thickening  of  the  pleura, 
as  with  periostitis  of  the  ribs,  but  thinning.  It  was  desir- 
able, therefore,  to  set  up  preliminary  adhesive  pleuritis  to  pre- 
vent pneumothorax.  One  of  the  assistants  suggested  the  use 
of  a  number  of  needles  passed  through  the  lung  in  the  neigh- 
borhood of  the  tumor,  but  against  this  Prof.  Billroth  expr 
the  fear  that  owing  to  the  movement  of  the  lung  the  needles 
might  give  rise  to  abscesses.  It  was  decided,  then,  first 
to  remove  the  tumor  only  to  the  level  of  the  ribs,  in  the 
hope  that  the  traumatic  inflammation  would  cause  peripheral 
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adhesion  or  that  it  could  be  brought  about  by  cauterization 

later  on. 

Octohrr  21(Ii.  Incision  five  inches  Long  across  the  tumor; 
after  dissection  the  tumor  was  cut  away  with  a  resection  knife. 
It  proved  to  be  a  colloidal  chondroma,  made  up  of  many 
smaller  masses,  in  places  calcified.  The  sharp  spoon  was  then 
used.  On  the  third  day  the  temperature  rose  to  40°,  tumor 
Bloughing.  An  opening  into  the  cavity  was  demonstrated 
with  a  soft  catheter.  The  wound  of  perforation  had  enlarged, 
hut  the  patient's  condition  had  distinctly  improved.  Pleural 
cavitv  washed  every  two  hours  with  warm  water  and  five  to 
five  hundred  permanganate  solution.  The  wound  becam< 
large  as  a  two-thaler  piece,  and  through  this  a  distinct  view 
of  the  cavity  could  be  had.  With  each  expiration  the  lung 
came  well  through  the  wound  ;  in  inspiration  it  fell  hack. 

November  9(h,  erysipelas. 

The  percussion  now  showed  important  changes,  dulness 
reaching  to  the  sixth  rib  on  November  10th.  On  account  of 
the  increasing  embarrassment  of  breathing,  Prof.  Billroth 
used  the  Dieulafoy  apparatus,  and  drew  1400  c.c.  of  yel- 
lowish-brown fluid.  The  local  and  general  condition  there- 
upon improved,  but  this  only  for  a  few  days,  as  on  Novem- 
ber 14th  another  aspiration  had  to  be  done  (1300  c.c),  on 
account  of  the  rilling  of  the  chest.  The  improvement  was 
again  immediate,  but  only  temporary,  as  the  patient  -con 
became  unconscious,  and  died  November  "20th.  The  history 
of  the  patient  seems  to  show  that  the  result  was  brought 
about  by  erysipelas  and  the  pleurisy  consequent  upon  it. 
The  autopsy  showed  both  lungs  containing  air.  There  were 
no  other  tumor-masses  on  the  ribs  visible  :  in  the  anterior  me- 
diastinum, however,  were  some  nodule-  <>f*  colloidal  cartilage. 

Cash   XIII. 

Case  of  Kappeler,  1878,  sarco-chondroma  myxomatosum. 
Schlapfer  von   Speicher*  No.    1    {Deut&ch.    Zeiisch.  f. 

..  L881). 
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8.  8.,  female,  aged  fifty-one  years.  Field  laborer,  unmar- 
ried, was  admitted  April  5,  1878,  into  the  hospital.  About 
twenty-five  years  ago  she  observed  at  the  upper  part  of  the 

right  breast  a  hard  swelling,  the  size  of  a  hen's  egg.  It  gave 
no  pain,  and  did  not  prevent  her  from  working.  She  men- 
tioned no  preceding  injury.  No  family  history  of  tumors. 
Three  years  ago  there  was  in  the  same  breast  a  painful  tumor, 
which  disappeared  under  poultices,  leaving  the  original  swell- 
ing. Last  summer  and  fall,  while  working,  she  had  felt  at 
times  pain  in  this  breast,  which  disappeared  with  warmer 
weather.  In  the  last  four  weeks  she  thinks  the  swelling 
has  rapidly  increased.  In  the  region  of  the  right  mamma 
there  is  found  a  tumor  the  size  of  a  child's  head,  which 
extends  outward  into  the  axilla,  upward  to  three  fingers' 
breadth  of  the  clavicle,  forward  to  within  a  hand's  breadth  of 
the  sternum;  below  it  hangs  over,  projecting  three  fingers' 
breadth  above  the  arch  of  the  ribs.  Its  lower  limit  is  in  the 
region  of  the  sixth  rib.  The  tumor  shows  above  a  round, 
not  sharply  limited,  swelling,  of  firmer  consistence  than  the 
rest  of  the  tumor.  Xo  swelling  of  cervical  or  axillary  glands. 
Skin  over  tumor  is  movable,  and  can  be  picked  up.  In  the 
underpart  of  the  tumor  is  found  a  10  cm.  long  opening, 
which  was  made  outside  the  hospital,  giving  exit  to  three 
litres  of  a  dark  brown,  odorless,  colored  substance,  and  a 
number  of  spongy  pieces  of  bone,  the  smallest  of  wmich  was 
12  mm.  long  and  8  mm.  wide,  the  largest  24  mm.  long  and 
20  mm.  wide.  From  this  opening  there  issued  a  foul,  brown- 
colored  fluid.  The  temperature  was  elevated,  pulse  very  fre- 
quent— 120  to  134.  The  appearance  of  the  patient  is  not 
cachectic. 

Operation,  April  6th,  under  ether  by  Dr.  Kappeler. 

A  very  long  incision,  convex  below,  was  carried  across  the 
Avail  of  the  tumor.  The  tumor  wras  easily  shelled  nut  above, 
externally  and  internally,  adhering,  however,  firmly  over  a 
large  surface  to  the  fourth  rib.  Here  gnat  difficulties  were 
encountered  in  loosening  up  the  tumor.  After  extirpation  of 
the  cyst-wall  the  fourth  rib  lay  quite  exposed  and  raw  for  a 
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distance  of  10  cm.  This  was,  with  hollow  chisel  and  sharp 
spoon,  so  cut  away  that  finally  there  remained  only  a  rudi- 
ment, 4  mm.  thick,  which  was  removed  with  the  small  Baw. 
The  finger  could  now  be  thrust  into  the  cavity,  where  above, 
as  well  as  toward  the  sternum,  other  tumor  masses  could  he 
felt.  These  presented  themselves  as  small  sacs,  filled  with 
thick,  colloid  substance,  and  were  removed  in  turn,  after  in- 
cision, with  finger  and  sharp  spoon.  After  scraping  out  a 
large  sac  which  extended  behind  the  sternum  it  seemed  that 
the  right  auricle  could  be  felt  directly  under  the  finger,  while 
behind  the  rhythmical  movements  of  the  lung  were  felt  and 
seen.  The  bleeding  was  considerable,  checked  by  ligature, 
acupressure,  and  Paquelin  cautery.  The  great  gap  was  for  the 
greater  part  covered  with  skin.      Drainage.     Lister  dressing. 

Duration  of  operation  one  hour.  Narcosis  good.  After 
the  operation  great  paleness  of  face,  small  pulse,  and  great 
weakness. 

Though  the  dressing  was  frequently  changed,  complete 
asepsis  was  not  attained.  The  temperature,  however,  for 
eight  days  only  was  ever  up  to  38.5°,  and  after  this  was 
normal.  A  part  of  the  edge  of  the  wound  sloughed,  ami 
some  small  pieces  of  bone  came  away. 

19th.  The  carbolic  dressing  was  discontinued  on  account  of 
subacute  carbolism. 

23d.  Out  of  bed. 

June  2d.   Nearly  healed.      Patient  discharged. 

July  9th.  Back  in  hospital.  Over  the  fifth  rib  and  under 
the  skin  the  tumor  was  the  size  of  a  small  apple  ;  also  a  small 
tumor  in  the  cicatrix,  superficially  degenerated.  Complains 
of  cough,  stabbing  and  boring  pains  in  the  chest  Poor  appe- 
tite, little  sleep,  general  condition  not  good.  Evening  tem- 
perature elevated. 

13&.  Extirpation  of  the  recurrence-.  Resection  of  In  cm. 
of  fifth  rib  with  upper  tumor.  It  was  nowseen  that  the  tumor 
had  grown  well  into  the  chesl  cavity.  Toward  the  median 
line  it  reached  nearly  t<>  the  middle  o\'  the  sternum  onto  the 
pericardium;   posteriorly  it  pushed  the  right   lung  against  the 
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vertebral  column,  and,  when  with  the  finger  and  sharp  spoon 
the  neoplasm  was  as  Ear  as  possible  removed,  the  gray-blue 
lung  was  seen  to  form  the  posterior  limit  of  a  tumor  cavity, 
which  was  projected  as  large  as  a  man's  list  into  the  chest 
cavity.  The  bleeding  was  considerable,  and  hard  to  check 
owing  to  the  tearing  out  of  the  ligatures  in  the  tissue.  Cavity 
filled  with  gauze  and  skin  sutured.  Strict  Listerian  dressing. 
She  did  badly  for  a  time,  and  there  seemed  to  be  a  communi- 
cation between  wound  and  lung,  as  she  said  she  felt  the  wash- 
ing-fluid go  into  the  lung,  and  she  coughed  violently. 

20th.  Air-bubbles  escaped  from  wound.  After  this  she 
improved,  and  by  August  1st  there  seemed  to  be  no  lung 
communication. 

August  lltJi.  Recurrence  in  the  form  of  a  round,  bluish- 
colored  swelling. 

26th.   Rapid  progress  of  the  growth. 

September  1st.  Resected.  Small  nodules  scattered  over  the 
wound. 

Q(h.   Chloride  of  zinc  application. 

From  now  on  icterus  developed  and  increased.  Bile  con- 
tinued, however,  to  pass  by  stool,  and  was  absent  from  urine  ; 
liver  and  spleen  enlarged.  Other  growths  show  in  the  wound. 
More  zinc  chloride. 

23c/.   Temperature  40°.      Liver-line  down  to  umbilicus. 

26th.  Lung  communication  again.  No  albumin  nor  bile 
in  urine. 

October  8th.  For  nearly  two  weeks  temperature  not  above 
38°.  Continued  use  of  chloride  of  zinc  had  little  effect  since 
the  growth  enlarged.  She  became  more  dyspneeic,  and  died 
November  16th  in  collapse. 

Autopsy  showed  right  lung  infiltrated  with  little  tumors, 
the  large  arterial  branches  being  also  filled  with  these  tumor 
masses.      Similar  masses  in  left  lung. 

The  tumor  was  an  enchondroma  myxomatosum.  Prof. 
Roth,  of  Basel,  who  examined  the  tumor,  thought  the  original 
tumor  was  undoubtedly  an  enchondroma,  and  more  likely  so 
from  the  fact  that  the  metastases  in  the  lungs  represented 
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distinct  enckondroma-emboli.  The  original  tumor  and  the 
recurrences  all  showed  similar  structure — enchondroma  with 
myxomatous  combination.  Elaab,  of  Zurich,  found  in 
periphery   undoubted   smooth   muscle   fibres,  and   although 

he  did  not  have  the  advantage  <^  examining  fresh  tumor,  as 
did  Prof.  Roth,  still  his  examination  seemed  to  justify  him 
in  saying  that  "  the  tissue  character  of  the  tumor  was  to  be 
defined  briefly  as  fibrosarcoma  cartilagiiu  urn." 

"  Following  Liicke,"  says  Schlapfer,  "  the  fibro-cartilagi- 
nous  enchondroma  is  also  clinically  of  interest  because  it  fur- 
nishes the  intermediate  stage  of  sarcoma." 

At  all  events,  the  tumor  in  question  is  a  pregnant  illustra- 
tion that  enchondroma  is  not  an  absolutely  benign  tumor,  and 
evidences  distinctly  the  capacity  for  forming  metamorphoses 
and  combinations,  recurrences,  and  metastases.  In  order  to 
include  both  ideas,  may  I  not,  says  he,  propose  the  name  for 
the  tumor  described  of  sarco-enchondroma  myxomatosum  ? 

Case  XIV. 

Case  of  Konig,  1882,  myxosarcoma.  From  Paget' s  Sur- 
gery of  the  Chest,  1896,  p.  178.     See  also  Canape's  Thesis. 

This  case,  reported  by  Paget  in  his  Surgery  of  the  Chest, 
was  operated  on  by  Konig  in  1882.  The  patient  was  a  female, 
aged  thirteen  years.  The  growth  had  been  noted  after  rheu- 
matic fever  a  few  weeks  before  the  operatiou  ;  was  thought 
to  be  an  abscess,  and  was  punctured.  General  health  was 
very  feeble.  The  growth,  about  the  size  of  a  fist,  was  situ- 
ated on  the  left  side,  far  back  over  the  eighth  to  the  eleventh 
ribs.  There  was  dulness  on  percussion,  and  loss  of  breath- 
sounds  for  about  a  hand's  breadth  all  around  it.  The  heart 
was  not  displaced.     It  was  a  round-celled  myxosarcoma. 

The  operation  showed  extensive  malignant  disease,  which 
was  only  scraped  away  so  far  as  possible.  There  was  rapid 
increase  of  the  disease,  and  death  three  weeks  after  the  opera- 
tion. At  the  autopsy  there  were  signs  of  septic  absorption. 
There  was  a  mass  of  disease  in  the  pleural  cavity  the  size  of 
a  man's  h<  ad. 

-irg  U 
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Cask   XV. 

Zwicke'a  first  case,  1882,    si     sarcoma,  ChariU  Arm 

2  ,1884). 

■  of  a  woman,  aged  thirty-four  year.-.  Tumor  of  the 
left  side  above  the  breast,  globular  in  .-diape,  of  the  .size  of  the 
palm  of  the  hand.  It  began  growing  when  she  was  eighteen 
years  of  age,  growing  very  -lowly  until  a  few  months  before 
the  operation,  when  it  became  painful.  The  skin  over  the 
tumor  was  reddened. 

Operation  :  Incision  through  the  skin  and  pectoral  muscle 
discovered  a  soft,  friable,  vascular  tumor,  reaching  from  the 
second  to  the  fourth  intercostal  spaces.  As  the  tumor  grew 
into  the  thorax,  only  the  lower  portion  was  removed.  Not- 
withstanding this,  it  is  stated  in  the  report  that  the  wound 
healed  with  mild  suppuration,  and  that  the  patient,  examined 
later,  was  entirely  well,  no  recurrence  having  taken  place. 
This  does  not  agree  with  the  account  of  Quenu  and  Longuet, 
who  state  that  pleural  adhesions  were  recognized  and  that  the 
operation  remained  unfinished.     They  give  the  same  reference. 

Case  XVI. 

Zwieke's  second  case,  1884,  osteosarcoma,  CharitS Annalen, 
1884(1886). 

This  was  a  tailor's  wife,  aged  thirty-two  years  (Quenu  and 
Longuet  give  the  case  as  that  of  a  man).  The  tumor  was  of 
the  size  of  a  goose-egg,  situated  on  the  right  side  above  the 
costal  border.  It  had  been  growing  four  months.  It  was 
immovable. 

Operation  :  This  is  not  fully  described,  but  it  is  stated  that 
the  tumor  was  loosely  attached  to  the  tenth  rib,  and  the  surface 
of  the  ribs  in  the  neighborhood  was  rough.  The  diseased  tissue 
was  scraped  away  with  a  sharp  curette  until  healthy  bone  was 
reached.  The  tumor  consisted  of  granulation  tissue  and  enor- 
mous giant-cells.    The  result  is  not  given. 
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Case  XVII. 


Helferich's  Becond  case,   1885,  alveolar  sarcoma.     Prom 

Hermann  Plitt's  Inaug.  Diss.,  Berlin,  L890. 

This  was  a  male  teacher,  aged  twenty-seven  years.  He  was 
accustomed  to  lifting  frequently  the  school  benches.  He  suf- 
fered from  scrofula  since  quite  a  child.    While  lifting  benched 

two  years   previously  he  began   to   have   pains   in  the  G 
After   awhile   he   noticed    a    swelling    in   the    mammary  line 
under  the  left  nipple,  about  the  size  of  a  cherry.     When 
by  Helferich,  in  1885,  the  tumor  was  of  the  size  of  a  fist     It 

was  a  firm,  nodular  growth,  attached  to  the  fifth,  sixth,  and 
seventh  ribs.  There  was  no  lymphatic  involvement.  The 
tumor  was  removed  with  resection  of  the  sixth  rib,  the  pleura 
not  being  opened,  although  adherent  at  one  point.  Curetting 
was  also  done  and  the  wound  was  drained.  There  was  recur- 
rence eight  months  afterward  in  the  form  of  two  small 
nodules.  I  can  find  no  account  of  the  operation  to  remove 
these  growths.  The  tumor  was  alveolar  sarcoma.  Plitt  says 
"  left  side,"  but  Paget  credits  it  incorrectly  to  the  "  right  " 
side.      (Paget,  Surgery  of  the  Chest,  p.  176.) 

Cask  XVIII. 

Case  of  Riesiuayer,  1886,  osteosarcoma  (Si.  Louis  Court-  r 
of  Medicine,  1886,  xv.  p.  513). 

Miss  B.,  aged  nineteen  years,  born  in  Germany,  noticed  a 
year  ago  a  small  tumor  on  the  right  side  over  the  sixth  rib, 
growing  gradually  larger  and  becoming  very  painful.  The 
tumor,  excised  twice,  returned.  On  December  26,  1885,  the 
patient  came  to  the  Polyclinic,  when  a  smooth  tumor  the  size 
of  a  hen's  egg,  bluish-red  color,  not  ulcerating,  was  noticed 
a  little  outside  of  the  axillary  line,  connected  with  the  sixth 
rib.      Skin  immovable  over  tumor. 

Diagnosis:    Osteosarcoma.     Tumor  excised.      Tissues 
some    places    removed    down   to    pleura,   and    bone    oun 
Wound  left  open,  dressed  with  styptic  cotton,  and  later  with 
iodoform.      The  day  after  the  operation   patient  complained 
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of  incontinence  of  urine  ami  constriction  around  die  abdomen, 
and  was  unable  to  move  her  lej  ability  in  lower  ■ 

tremities  diminished.     The   paraplegia    may   be    explained 

either  by  a  myelitis  or  the  formation  of  metastases.      Died  a 
few  davs  later. 

Case  XIX. 

•  of  Polaillon,  1889,  sarcoma  or  chondroma?  From  his 
work  Affections  Chir.  (hi  Tronc,  Paris,  1896,  p.  203;  obs.  104. 

B.  (Eugene),  aged  forty  years,  brick  maker,  was  sent  to  me 
at  La  Pitie,  December  23,  1889.  Following  a  contusion  he 
had  observed  forming  on  the  anterior  extremity  of  the  tenth 
rib,  right  side,  at  the  level  of  its  articulation  with  the  cartil- 
age, a  tumor,  which  had  enlarged  quite  readily  and  given 
rise  to  some  pain.  The  pains  radiated  along  the  course  of 
the  intercostal  nerves.  The  tumor  was  of  the  size  of  a  green 
nut,  hard,  slightly  bossed,  skin  unchanged  in  color,  and  freely 
movable.  It  was  incorporated  with  the  rib.  It  was  either  a 
sarcoma  or  an  enchondroma.  There  was  a  formal  indication 
for  excising  it. 

December  30,  1889.  Under  chloroform,  longitudinal  in- 
cision, excising  of  the  tumor,  and  scraping  of  the  rib  and 
cartilage  at  point  of  implantation.  Listerian  dressing. 
Almost  immediate  union,  with  very  slight  suppuration. 
Discharged  January  14,  1890. 

Case  XX. 

Alsberg's  third  case,  1892,  secondary  carcinoma.  From 
Caro,  Deutsche  rued.  Wochenschrift,  1893,  p.  57. 

Female,  aged  fifty-five  years.  Four  years  before  admission 
the  left  mamma  had  been  removed  for  carcinoma  and  twice 
in  1892  small  recurrences  had  been  removed.  In  October, 
1892,  she  came  back  with  a  recurrence  over  the  sternal  ends 
of  the  fourth  and  fifth  ribs  This  was  the  size  of  the  palm 
of  the  hand.  The  fourth  and  fifth  costal  cartilages  and  3  cm. 
of  the  fourth  and  fifth  ribs  were  removed.  There  was  a  tear 
in  the  pericardium  2  cm.  in  diameter.  This  was  closed  when 
the  flap  was  brought  down  to  cover  the  wound  ;  the  pleura 
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was   not  opened.      The  wound   was  sutured,  and   after  three 
weeks  it  had  healed  and  the  patient  was  doing  well. 

Cam:    XXI. 

•    Bardeleben's  second  ease,  1892,  periosteal  Barcoma  (Berioht 
K.  d.  chir.  A7.  des.  Greh,,  Prof.  I),  von  Bardeleben  ,/tir  di 

voni.  i.  April,  1892,  bis  marz,  L893,   von  Stabartz   Dr.  Til- 
man  OharitS  Annalen,  xix.,  Berlin,  1894,  320  and  321). 

This  was  a  man,  aged  twenty-one  years,  bookbinder.  He 
had  Buffered  since  childhood  from  a  discharge  from  the  ear. 
In  November,  1891,  he  Buffered  from  intermittent  pains  in 
the  right  side.  At  the  end  of  L891  there  was  a  gradually 
increa-in.;-  8 welling  of  the  right  side  of  the  chest  until,  in 
June,  1892,  it  had  reached  the  size  of  a  child's  head,  reaching 
from  the  fourth  rib  nearly  to  the  arch  below,  and  posteriorly,  to 
the  angle  of  the  scapula.  Measured  with  calipers,  the  length 
was  17.5  cm.,  breadth  10  cm.  It  was  adherent  to  the  chest 
wall.    The  tumor  was  elastic  and  the  skin  was  movable  over  it. 

Operation  :  The  incision  was  in  the  form  of  a  "  T."  The 
seventh  and  eighth  ribs  were  involved  and  partly  destroyed. 
The  sixth,  seventh,  and  eighth  intercostal  spaces  up  to  the 
vertebral  column  were  filled  with  tumor  masses.  The  sixth 
and  ninth  ribs  were  only  overlaid  by  the  tumor.  Radical 
extirpation  was  not  found  possible.  The  superficial  mass 
only  could  be  removed.  Shortly  after  the  operation  there' 
was  collapse.  Four  hours  later  the  temperature  was  3 
pulse  152,  very  small.  Camphor  and  ether  injections,  sub- 
cutaneous infusion  of  190  grammes  of  salt  solution  ;  auto- 
transfusion.  Coffee  and  sherry  were  tried  without  avail. 
Exitus  letalis  ten  hours  after  the  operation.  Autopsy  shows 
universal  anaemia. 

Case  XXII. 

deleben's  third  case,   1892,  osteosarcoma.     For  r 
ence, 

This  patient  was  a  laborer,  aged  forty-nine  years.  He 
suffered  in  1890  of  sarcoma  <>f  the  right  chest  wall. 
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was  removed  with  partial  resection  of  the  seventh, 
i'Ii,  ninth,  and  tenth   ribs,  and  a  large  part  of  the  costal 
arch,  aa  well  as  thumb-sized  projection  reaching  to  the  In 

which  was  tied  off.  The  healing  had  been  very  slow;  the 
patient  was  finally  discharged  with  a  fistula.  In  1892,  when 
coming  under  von  Bardeleben's  observation,  this  fistula  still 
ted.  In  addition,  a  doughy  tumor  was  seen  from  the 
third  to  the  seventh  ribs.  The  fistula  seemed  to  go  directly 
into  the  tumor.  The  fistula  was  split  for  10  em.  and  was  found 
surrounded  for  4  em.  of  its  length  by  new  bone  in  tubular 
form.  The  fistula  led  to  a  necrotic  point  on  the  posterior 
surface  of  the  sternum,  at  the  beginning  of  the  xiphoid  pro- 
This  disease  was  removed  with  the  chisel,  and  the  soft 
mass  scraped  out  with  a  sharp  spoon  and  washed  out  with 
benzoated  tincture.  Moss  dressing.  Healed  only  after  five 
months.  Manifestly  here  was  some  remnant  of  the  tumor, 
and  it  is  remarkable  that  in  one  and  a  quarter  years  neither 
metastasis  nor  extension  of  the  growth  had  occurred.  The 
liver  showed  no  special  enlargement  in  spite  of  the  fact  that 
the  tumor  seemed  to  come  from  it.  The  upper  edge  corre- 
sponded to  the  seventh  rib;  the  lower  edge  projected  3  cm. 
below  the  ribs  in  the  parasternal  line. 

One  and  a  half  years  later,  at  the  time  of  this  report,  the 
patient  felt  entirely  well.  The  cicatrix  was  loosely  attached 
to  the  subcutaneous  tissue  ;  liver  not  enlarged,  and  no  disease 

elesewhere. 

Case  XXIII. 

Konig's  fourth  case,  1893,  osteosarcoma  (round-celled). 
Pagetfe  of  the  Chest,  1896,  p.  180,  No.  22  ;  see  also 

Quenu  and  Longuet  (op.  eit.),  p.  393,  ( lase  No.  10. 

Thi^  was  operated  on  in  1893.  Female,  aged  thirty  years. 
The  growth  had  been  noted  a  year  ;  it  had  been  of  slow  growth 
and  without  pain.      It  was  a  hard  tumor  the  size  of  a  hi 

giving  from  the  sixth  to  the  eighth  left  cartilages,  just 
\\h"re  they  join  the  sternum.  It  was  a  round-celled  sarcoma. 
Subperiosteal  resection  of  the  sixth,  seventh,  and  eighth  ribs, 
and  cartilages,  about  two  and  one-half  inches  of  each.      A 
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pier-e  of  the  wall  the  size  of  the  hand  was  removed.     The 

growth  had  invaded  the  mediastinum,  hut  was  removed  with- 
out opening  the  pleura.  The  pulsation  of  the  right  ventricle 
was  clearly  seen.    She  recovered  in  three  weeks.    There 

gangrene  of  the  attached   skin   over  one  end  of  th 
cartilages.     There  was  no  recurrence  nearly  two  year-  Inter. 

Case  XXIV. 

First  case  of  Qu6nu  and  Longuet,  1896,  osteosarcoma 
(Revue  de  Qhirurgiey  May  10,  1898,  p.  400). 

Man,  aged  fifty-two  years,  admitted  August  13,  1895, 
Began   in  1892  as  a  small,  indolent  tumor  on  the  posterior 

aspect  of  the  chest.  This  was  extirpated  in  the  service  of 
M.  Polaillon.  The  patient  left  the  hospital  incompletely 
cured,  the  wound  being  still  unhealed.  A  month  later  recur- 
rence was  already  manifested,  hut  he  would  not  immediately 
consent  to  operation. 

In  August,  1895,  when  he  came  into  our  service,  the  tumor 
was  of  the  size  of  an  orange,  fairly  well  rounded,  seated  below 
the  angle  of  the  scapula.  At  its  summit  was  an  ulceration 
from  which  flowed  a  grayish  detritus.  There  was  occa- 
sional oozing  of  blood.  No  axillary  involvement.  The  base 
of  the  neoplasm  was  not  manifestly  incorporated  with  the 
ribs.  The  second  extirpation  was  now  undertaken.  This 
operation  went  to  the  periosteum  of  the  sixth  rib,  which 
appeared  only  superficially  involved.  A  fragment  of  this 
rib  was  reseeted.  The  other  rib-  were  sound.  The  wound, 
which  was  closed  with  difficulty,  showed  a  second  recurrence 
a  month  later.  Examination  before  the  third  operation 
1  a  mas-  of  the  size  of  the  fist,  situated  behind  and 
below  the  left  shoulder  blade,  ulcerated  at  it-  summit,  ex- 
panded, and  smooth  at  its  base,  which  was  incorporated  with 
the  skeleton.  The  skin  was  red  and  thin.  No  mobility,  no 
pain.      General  condition  good. 

operation,  November  15,  L896.  After  having  separated 
the  tumor  from    the  surrounding   parts,  not   without  some 

difficulty,  a  series  of  small  resections  all  about  the  mass  were 
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made  with  the  end  in  view  of  mobilizing  a  large  portion  <»f 

the  thoracic  wall,  on  which  the  tumor  was  seated.  There- 
upon the  tumor  was  separated  under  the  ribs  by  the  method 
of  pleuro-parieta]  stripping.  The  pleura,  being  thick,  was 
quite  easily  denuded.  Through  it  the  movements  of  the  lung 
could  he  perceived.  The  wound  could  not  be  completely  cov- 
ered. A  hiatus  of  the  size  of  the  palm  of  the  hand  remain*  d. 
Immediate  autoplasty  was  practised  by  fashioning  a  bi 
quadrilateral  flap,  pedicled  in  the  neighboring  parts,  twisted 
on  its  pedicle  and  sutured  to  the  circumference  of  the  wound 
to  be  filled  in.      Healing  per  prima  m. 

Inoperable  recurrence  three  months  later.  Death  from 
cachexia  four  months  later. 

Case  XXV. 

Second  case  of  Quenu  aud  Longuet,  1896,  osteochondroma 
{Revue  de  Chirurgie,  May  10,  1898,  p.  401). 

Man,  aged  nineteen  years,  entered  October  19, 1896.  Began 
three  years  ago  as  a  small  nodosity  of  the  size  of  a  hazelnut, 
seated  on  the  third  rib,  left  side.  It  increased  without  pain 
to  the  size  of  a  walnut,  and  became  visible  externally.  It 
was  for  this  deformity  he  came  to  be  cured. 

On  examination  the  tumor  was  of  the  volume  indicated. 
Amalgamated  with  the  anterior  extremity  of  the  third  rib. 
AVas  fairly  well  rounded,  of  elastic  consistence,  and  without 
pain. 

Operation  October  23,  1896.  The  tumor  was  dissected 
out,  the  fibres  of  the  great  pectoral  muscle  being  easily  sepa- 
rated. The  third  costal  cartilage  was  denuded  with  the 
rugine,  likewise  the  anterior  extremity  of  the  third  rib,  5  cm, 
of  this  chondro-costal  fragment  being  resected.  This  had 
served  as  a  support  for  the  neoplasm.  The  pectoral  fibres 
were  sutured,  and  the  wound  closed  by  superficial  cutaneous 
sutures.  The  movements  of  the  lung  and  heart  could  be 
plainly  seen  through  the  thin  and  supple  pleura. 

Union  i><  r  primam.     Six  months  later  no  recurrence. 

Examination  of  the  specimen  showed  a  cartilaginous  con- 
sistence ;  the  implantation  appeared  to  be  at  the  union  of  the 
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cartilage  and  rib,  bat-it  was  hard  to  determine  whether  one 
had  to  do  with  an  enchondroee  or  an  enchondrome.  The 
histological  examination  demonstrated  its  origin  from  the  rib 
and  its  purely  cartilaginous   structure — thi  if   hyaline 

tissue  with  very  large  embryonal  cartilage  cells. 

Case  XXVI. 

Case  of  Coley,  1896,  osteochondroma  of  rib  (Annals  oj 
Surgery,  xxiv.  p.  52). 

u  Dv.  Coley  presented  an  osteo-cartilaginous  tumor,  weigh- 
ing  two    pounds,  which    had    been    successfully   removed    by 
operation  from  the  right  chest  wall  of  a  man   aged  twenty- 
five  year-.     Since  birth  the  man  had  similar  small  growths 
on   one  humerus  and   both  tibiae.      Four  years  ago  was  first 
noticed  a  small  tumor  in  the  right  side'  of  his  chest  about  the 
region  of  the  nipple.     This  was  from  the  first  firmly  atta 
to  the  rib,  aud  appeared  to  be  similar  to  the  congenital  tumor-. 
It  slowly  increased  in  size  until  it  became  a  mass  about  the 
size  of  a  cocoanut,  extending  from  near  the  middle  line  to  the 
anterior  axillary  line,  and  from  a  point  two  inches  below  the 
clavicle  to  the  free  borders  of  the  ribs.     The  mass  was  mark- 
edly protuberant,  nodulated,  and  firmly  adherent  to  the 
wall.     The   skin   over  the    tumor  was  normal  ;  the  g 
health  was  unimpaired. 

"  In  the  operation  for  its  removal  the  pleural  cavity  was  not 
MjMii  d;  there  was  very  little  loss  of  blood,  and  the  patient 
bore  the  operation  well.'' ' 

Series  II.    Cases  in  which  thi:  Pleura  was  Opened, 
Either  Axxjidentally  ok  Deliberately. 

Case  I. 

Kicherand's  case,   1818j   carcinoma.      (Account  of  a  i 

tion  of  the  ribs  and  the  pleura,  by  M".  Le  Chevalier  Richer- 

and.      Read    before    the    Royal    Academy  of    Sciences  of   the 

1  Thr  jih'iiu  and  Longnefa  list :  two  of  Demsj 

one  of  Moivlld.avallee  (chondroma  1  because  in  none  of  them 

-wall  invoh 
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Institute  of  France.  English  translation  by  Thomas  Wilson, 
24  pp.,  8vo.      Philadelphia,  Town  and  others,  1818. 

Gentlemen:  I  have  the  honor  to  inform  you  of  a 
gical  operation  of  which  the  record  of  the  art  furnishes  no 

example — a  new  operation  demanded  by  necessity  and  justi- 
fied by  success. 

M.  Michellan,  surgeon  at  Nemours,  for  three  years  had 
been  afflicted  with  a  cancerous  tumor  in  the  region  of  the 
heart,  the  eradication  of  which  a  neighboring  surgeon  at- 
tempted in  January  last.  At  the  removal  of  the  first  dress- 
ing a  bloody  fungus  appeared  in  the  centre  of  the  wound  ; 
cauterized  at  each  dressing,  it  grew  again  with  activity.  A 
second  operation  was  attempted.  This  penetrated  more 
deeply.  After  having  laid  the  ribs  bare  he  went  to  the 
pleura;  in  the  meantime  new  fungi  displayed  themselves, 
and  were  reproduced,  notwithstanding  repeated  cauteriza- 
tions, by  means  of  which  it  was  endeavored  to  repress  them. 
Grieved  at  not  reaping  any  benefit  from  so  many  and  so  pain- 
ful operations,  the  patient  came  to  Paris  toward  the  end  of 
March,  fully  determined  to  suffer  everything  in  hopes  of  being 
delivered  from  so  dreadful  a  disorder,  and  of  escaping  an 
inevitable  death. 

At  this  period  an  enormous  fungus  was  springing  up  in  the 
wound.  From  this  brown  and  flimsy  vegetation  oozed  an 
abundant  sanies,  reddish,  and  so  foetid  that  it  was  impossible 
to  remain  a  quarter  of  an  hour  near  the  patient  without 
renewing  the  air  of  the  apartment.  The  pains,  nevertheless, 
were  moderate  ;  he  experienced  neither  sweats  nor  colliqua- 
tive diarrhoea ;  and,  although  tormented  with  an  old  and 
habitual  cough,  the  patient,  aged  forty  years,  of  a  robust 
complexion,  presented  the  most  encouraging  moral  disposi- 
tion. In  this  state  of  things  it  was  resolved  to  attempt  a 
resection  of  those  ribs  from  which  it  was  thought  the  cancer 
originated.  Entrusted  with  this  operation,  I  informed  the 
patient  that  very  probably  I  should  be  obliged  to  cut  away  a 
portion  of  the  pleura  ;  he  did  not  hesitate  to  submit  himself 
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to  that  operation,  all  the  consequences  of  which  we  did  Dot 

conceal,  and  which  he  was  able  to  appreciate. 

All  things  being  ready,  I  proceeded  thereto  on  March  31st, 
encouraged  in  this  hold  undertaking  by  the  enlightened  as 
well  as  active  assistance  of  my  colleague,  Prof.  Dupuytren, 
and  by  other  persons  of  the  art  who  were  so  good  as  to  lend 
me  their  co-operation.  The  patient  presented  himself  to  the 
instrument,  refusing  to  be  held  by  the  surgical  aids,  and 
promising  a  firmness  which  did  not  belie  itself. 

I  began  by  enlarging  the  wound,  giving  it  a  crucial  f<>nn. 
I  thus  uncovered  the  sixth  rib,  which  appeared  to  he  inflated 
and  uneven  in  about  four  inches  of  its  length  ;  with  a  but- 
toned bistoury,  the  point  of  which  I  conducted  along  the 
upper  and  lower  rims,  I  cut  the  intercostal  muscles;  after- 
ward with  a  small  saw,  whose  denticulated  edge  was  only 
fifteen  lines  in  length,  I  sawed  the  bone  at  the  two  extremi- 
ties of  the  part  affected. 

This  being  clone,  I  detached  from  the  pleura  the  fragment 

thus    isolated    by  employing   therefor  a  simple  spatula.     I 

found   in   this  an   unexpected   facility — a  facility  which  pro- 

I  from  the  condensation  of  the  pleura  beneath  the  bone, 

as  the  sequel  of  the  operation  has  proven. 

The  seventh  rib  was  laid  bare  for  the  same  extent,  isolated 
and  detached  in  the  same  manner,  but  with  much  more  diffi- 
culty and  not  without  a  slight  tearing.  The  pleura  discov- 
ered itself  then,  evidently  diseased,  thick,  fungous,  and  giving 
birth  to  the  vegetation  in  the  space  of  the  portion  of  the  ribs 
taken  away.  The  cancerous  state  extended  itself  above  the 
sixth  rib,  so  that  the  membrane  appeared  affected  in  about 
eight  square  inches  of  its  extent,  To  make  no  excision  of  it 
was  to  leave  incomplete  an  operation  which  lasted  for  twenty 
minutes,  and  until  the  present  moment  successful.  Bach  <>f 
tie-  assistants  prepared  himself  with  something  capable  of 
Stopping  the  excessive  hemorrhage,  which  was  to  be  dreaded 
at  the  moment  when  1  should  make  the  section  o(  the  inter- 
costal arteries.      I  cut    the  pleura  wit:  whose  blades 
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were  crooked  on  the  side  of  the  edge  ;  and  either  that  tin 
tioD  operated  by  this  instrument — which  cute  less  in  Bawing 
than  in  pressing,  and  bruises  the  tissue  which  it  divid 
had  determined  the  retraction  of  the  vessels,  or  that  their 
size  had  diminished  in  consequence  of  the  antecedent  cauteri- 
sations, there  did  not  run  a  drop  of  blood,  but  at  this  moment 
the  exterior  air  made  an  eruption  into  the  chest,  rushing  in 
with  violence  and  compressing  the  left  lung,  which,  with  the 
heart  enveloped  in  the  pericardium,  was  borne  toward  the 
orifice.  I  sought,  by  placing  thereto  the  left  hand,  to  moder- 
ate the  entrance  of  air  and  to  prevent  suffocation,  which 
appeared  imminent,  while  with  the  right  hand  I  applied  on 
the  wound  a  large  bolster  spread  with  cerate.  The  entrance 
of  the  air  was  suddenly  stopped  by  this  greasy  cloth,  large 
enough  to  cover  not  only  the  wound,  but  moreover  all  the 
side  of  the  chest  corresponding.  I  fixed  above  a  large  and 
thick  piece  of  lint;  I  covered  it  agaiu  with  some  bolsters, 
and  supported  all  the  apparatus  with  a  rolled  bandage,  mid- 
dling tight. 

The  anxiety  and  difficulty  of  respiration  were  extreme 
during  the  twelve  hours  which  succeeded  the  operation.  The 
patient  passed  the  night  entirely  in  a  sitting  position.  Toward 
morniuLT  sinapisms,  applied  to  the  soles  of  the  feet  and  to  the 
inner  surface  of  the  thighs,  rendered  the  respiration  more 
easy.  From  that  moment  the  pulse  grew  higher  and  the 
strength  was  reanimated.  The  patient  took  nothing  else  for 
his  drink  and  diet  than  an  infusion  of  flowers  of  the  linden 
tree,  and  of  violets  sprinkled  with  some  drops  of  water  dis- 
tilled from  orange  flowers  and  sweetened  with  the  syrup  of 
gum  arabic.  Three  days  passed  thus  :  The  fever  was  abated, 
and  the  oppression  sufficiently  great  to  deprive  the  patient  of 
sleep.  The  first  dressing  was  removed  ninety-six  hours  after 
the  operation.  The  pericardium  and  the  lungs  had  contracted 
adherence  with  the  contour  of  the  quadrilateral  aperture,  a 
kind  of  window  made  in  front  of  the  heart.  Happily  the 
adhesion  between  the  pericardium  and  lungs  was  not  com- 
plete; for,  from  the  sixth  to  the  twelfth  day,  through  want 
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of  this  adhesion,  an  abundant  serum  had  run  from  the  chest 
and  gushed  out  at  each  dressing.  The  quantity  of  serum 
which  ran  by  that  in  the  Bpace  of  twenty-four  hours  might 
In  reckoned  a  half  pint  On  the  fifteenth  day  this  scrum, 
produced  by  an  inflammation  of  the  Burfaces,  ceased  to  run, 
and  on  the  eighteenth  day  the  adhesion  between  the  pericar- 
dium and  the  lungs  was  completed.  The  air  thenceforward 
1  to  introduce  itself  through  the  wound,  the  patient 
could  lie  on  his  side,  and  his  sleep  and  appetite  were  entirely 
restore  d. 

The  wound,  although  until  then  dressed  with  a  greasy 
linen  rag  immediately  applied  to  its  surface,  rapidly  dimin- 
ished and  exhibited  a  better  appearance.  On  the  twenty- 
first  day  the  greased  linen  rag  was  dispensed  with,  and  the 
dressing  was  applied  as  for  a  simple  wound.  The  surface 
was  covered  with  fleshy  pimples,  which  had  sprung  up  from 
the  lungs  and  the  pericardium. 

The  patient,  who  had  for  some  days  made  trial  of  his 
strength  in  a  garden  belonging  to  the  house  which  he  inhab- 
ited, could  not  resist  the  desire  of  riding  in  a  carriage  through 
the  streets  of  the  capital.  Having  experienced  fatigue  from 
a  ride  of  five  hours,  in  which  he  visited  the  School  of  Medi- 
cine and  caused  to  be  shown  him  the  parts  of  his  ribs  and  of 
his  pleura  deposited  in  the  cabinet-  of  that  establishment, 
nothing  could  prevent  him  from  departing  on  the  twenty- 
seventh  day  after  the  operation,  or  from  returning  to  his  place 
of  residence,  where  he  arrived  without  accident,  provided  with 
a  piece  of  boiled  leather  large  enough  to  cover  the  cicatrix 
completely  when  perfected. 

I  suffered  not  the  opportunity  to  escape  which  presented 
itself  to  prove  anew  the  perfect  insensibilty  of  the  heart  and 
pericardium.  Nothing  warned  the  patient  of  the  touch  of  the 
ps  softly  applied  to  the  organs.  In  the  Btate  of  life  the 
pericardium  in  man  is  possessed  of  Buch  a  transparency  that 
the  heart  is  Been  through  this  membrane  as  if  it  were  under 
ass  bell,  perfectly  diaphanous  :  it  is  so  much  so  that  we 
might  have  been  led  to  believe  there  were   no   envelope-.       It 
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is  so  far  from  being  bo  that  this  complete  transparency  is 
found  in  the  pericardium  of  dead  bodies,  and  it  appears  to 
me  that,  in  this  point  of  view,  this  membrane  may  he  com- 
pared to  the  glass  of  the  eye,  which  becomes  dim  and  obscure 
at  the  approach  of  death.  A  large  aperture,  with  loss  of 
substance  in  the  contour  of  the  chest,  not  being  necessarily 
followed  by  suffocation,  a  bloody  discharge,  or  by  a  mortal 
inflammation  of  the  organs  toward  which  the  exterior  air  finds 
there  a  free  access,  it  appears  to  me  there  could  be  effected, 
in  a  disease  to  which  the  patient  would  succumb,  for  example, 
a  dropsy  of  the  pericardium.  I  say  there  could  be  effected  in 
front  of  the  heart  an  aperture  which  would  not  only  permit 
the  water  in  which  that  organ  is  immersed  to  discharge  itself, 
but  also  to  effect  a  radical  cure  of  the  disorder  by  determining 
the  adhesive  inflammation  of  the  surfaces,  by  processes  similar 
to  those  used  for  the  cure  of  the  hydrocele. 

The  same  operation  would  be  justified  in  order  to  expose 
the  lungs  partially  affected  and  in  taking  away  some  parts  of 
them  by  binding  them  with  ligatures.  It  will  certainly  be 
said  that  like  enterprises  are  rash;  but  how  many  operations 
deemed  impossible  within  the  last  fifty  years  obtain  in  our 
day  the  most  brilliant  and  best  attested  success  ? 

(M.  Richerand  requests  his  professional  brethren  to  whom 
a  patient  not  too  much  debilitated  by  age  or  disease,  affected 
with  the  hydropericardium,  should  present  himself,  to  address 
the  same  to  himself  if  they  do  not  prefer  to  attempt  themselves 
the  operation  he  proposes.) 

I  will  not  occupy  much  longer  the  time  you  have  been 
pleased  to  grant  me  ;  it  is  for  those  among  you  who  are 
particularly  engaged  in  the  improvement  of  surgery  to 
apprise  me  whether,  in  the  views  I  propose,  I  am  not  left 
to  misconceive  by  a  vain  desire  of  improvement  ;  it  is  to 
those  to  whom  it  belongs  to  judge  whether  the  fact  which  I 
submit  to  their  sagacity  can  contribute  in  some  measure  to 
the  advancement  of  the  science  as  well  as  the  comfort  of 
humanity. 

April  28,  1818. 
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Note. — The  patient  had  rapid  recurrence,  and  died  one 

month  later. 

Case  II. 

Case  of  Sedillot,  1855,  sareoma.  Gerulanos,  Deutech. 
Zeitsch.f.  Our.,  October,  1898. 

Sedillot  resected  two  ribs  with  corresponding  part  of  pleura 
and  a  piece  of  the  lung-.  Recovered.  Nothing  as  to  recur- 
rence. 

Case  III. 

Case  of  Schuh,  1861,  chondroma.  Leonhard  Meyer,  Inaug. 
Diss.,  Erlangen,  1889. 

This  was  a  man,  aged  sixty  years,  suffering  with  a  large 
enchondroma  reaching  from  the  third  to  the  seventh  ribs, 
and  from  the  left  sternal  edge  to  the  axillary  line,  left  side. 
In  attempting  to  peel  out  some  process  of  the  tumor  with  the 
finger  in  the  third  and  fourth  intercostal  spaces  the  pleura 
was  opened  ;  with  a  whistling  sound  the  air  rushed  in.  The 
opening  was  quickly  stopped  with  the  finger,  and  the  oper- 
ator cut  away  the  upper  part  of  the  tumor  and  laid  the  soft 
parts  over  the  remainder  of  the  tumor,  uniting  the  wound, 
and  put  on  a  compress  dressing  of  charpie,  held  with  plaster 
strips.     He  died  in  two  days  from  pneumothorax. 

Weinlechner  comments  on  this  case:  "  To-day  the  lethal 
termination  would,  perhaps,  be  prevented  by  drainage  of  the 
thoracic  cavity  carried  out  under  Listerian  principles."  (L. 
Meyer,  Inaug.  Diss.,  1889.) 

Case  IV. 

First  case  of  ITeyfelder  (J.  F.),  1861,  chondroma  (Beitrdge 
zur  genaueren  Kenntnm  der  TTioraxgeschymlste,  Berliner  klin. 

Woch.,  1868,  v.  369). 
This  was  a  man  whose  age  is  not  siated.      The  tumor  was 
tal  enchondroma,  thirteen  inches  in  breadth,  with  a  ver- 
tical measurement  of  eleven  inches,  situated  on  the  right  side. 
The  tumor  was  indolent.     Tin'  skin  could  be  picked  up  over 
the   tumor.     The  tumor   was   very   slightly  movable,  moder- 
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ately  soft  and  clastic,  rounded  in  Bhape.  It  Beemed  from  the 
rapid  growth  to  be  a  pseudoplasm(?).  The  patient  had  sus- 
tained a  fracture  of  the  seventh  and  eighth  ribs  one  year 
before,      A  tumor  began  before  the  wound  healed,  and  grew 

rapidly  without  pain.  The  man  said  if  Heyfelder  would  not 
remove  it  he  would  hunt  until  he  found  some  one  who  would 
do  it. 

Operation  :  The  operation  was  begun  by  a  semilunar  inci- 
sion over  the  under  part  of  the  tumor.  The  seventh  and 
eighth  ribs,  which  supported  the  tumor,  were  resected,  to- 
gether with  the  involved  pleura.  The  hemorrhage  was  quite 
abundant.  After  the  stopping  of  the  hemorrhage  the  wound 
was  closed.  He  did  well  until  the  fifth  day,  when  the  tem- 
perature rose  and  the  pulse  became  quickened.  During  the 
night  of  the  fifth  day  he  died  so  quietly  that  it  was  scarcely 
observed  by  the  attendants. 

Case  V. 

Second  case  of  Heyfelder,  1861,  chondroma.  A  tumor  for 
ten  years,  the  size  of  a  pigeon's  egg,  then  suddenly  growing 
rapidly,  in  three  months  filling  the  space  from  vertebral 
column  to  sternum,  from  clavicle  to  a  point  below  not  stated. 
Died  in  the  first  week. 

Case  VI. 

Third  case  of  Heyfelder,  1861,  chondroma.  G.  L.,  aged 
thirty-three  years ;  ten  years  before  suffered  of  a  breast  in- 
flammation. The  tumor  had  been  growing  since  1851.  Right 
side. 

Operation,  March  25,  1861  (?).  Exposed  two  to  three 
inches  of  the  fourth  rib,  which  was  carious.  Pleura  dis- 
sected loose.  Died  April  7th.  At  autopsy  third  and  eighth 
ribs  were  shown  to  be  involved.  A  fist -sized  tumor  was 
found  involving  the  pleura  at  the  fourth  rib,  attached  to  and 
involving  the  lung. 

He  felt  doubtful  whether  he  could  have  done  the  operation 
completely. 
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Case  VII. 


Case  of  Langenbeck,  1873,  sarcoma  (Reported  by  Israel 
Eighth  German  Congress  for  Surgery,  1879,  j>.  45). 

This  case  was  operated  on  in  the  year  1873  by  Langen- 
beck.     A  woman,  aged  thirty-two  years,  with  a  sarcoma  in 

the  left  lateral  thoracic  region.  The  tumor  was  the  size 
of  two  lists,  and  involved  two  ribs  and  the  corresponding 
costal  pleura.  The  wound  was  washed  daily  with  carbolic 
water,  and  the  patient  ultimately  died  three  months  after 
operation  from  carbolic  intoxication.  The  urine  had  become 
almost  black,  but  the  irrigations  were  persisted  in.  So  little 
was  known  at  that  date  about  carbolic  poisoning  that  the 
condition  of  the  urine  did  not  warn  of  the  carbolic  intoxica- 
tion. This  case  was  most  likely  a  victim  of  antiseptic  irriga- 
tion. 

Case  VIII. 

Case  of  Israel,  1873,  sarcoma  (Langenbeck 's  Archie  /.  klin. 
Ghir.,  1887,  Band  xx.  p.  26). 

H.  W.,  pale  and  suffering  from  stomach  troubles,  presented 
herself ,  showing  an  elastic  tumor  of  mamma  size,  seated  upon 
the  left  wall  of  the  chest  in  the  axillary  line,  having  no  con- 
nection with  the  quite  healthy  mamma.  At  the  extirpation 
it  was  shown  that  the  sixth  rib  passed  into  the  tumor.  The 
pleura  was  torn  in  two  places;  air  and  blood  entered  the 
pleural  cavity  ;  consecutive  pleurisy,  with  foul  secretion  ;  dis- 
charge through  the  lung.  There  was  obstinate  vomiting  of 
all  ingesta.  Death  followed  after  three  months  from  exhaus- 
tion. Chronic  septicaemia  (?).  At  the  autopsy  no  metastases 
and  no  deep  disease  were  found.  The  left  pleura,  about  the 
size  of  a  fist,  was  idled  with  thick  clots,  and  there  was 
marked  anaemia  in  all  organs. 

This  case  is  not  found  in  Quenu  and  Longuet's  table,  but 
Gerulanos  gives  it  as  a  separate  case  from  Case  VII.,  and 
(  VII.  and  VIII.  are  described  separately  in  the  refer- 

ence given.      Plitt,  beside-,  gives  it  as  a  distinct  case.      While 
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there  are  some  points  of  resemblance',  the  internal  evidence 

oa  to  be  in  favor  of  it-  being  a  distim  I 

Cam:   IX. 

of  Cassidy,  1874,  chondroma  (Canada  I.         ,1874- 

,  v i i . ,  reported  by  Sylvester). 

W,  II.,  aged  twenty-nine  years,  a  laborer,  came  to  the 
Toronto  Hospital  as  interne,  January  25th,  complaining  of 
pain  and  a  hard  tumor  on  the  right  side,  situated  on  the  sixth 
and  seventh  ribs  midway  between  the  spine  and  sternum. 
About  six  years  ago  he  noticed  a  small,  hard  tumor,  the  size 
of  a  pea,  at  first  movable  ;  kept  growing  until  about  six 
weeks  ago,  when  it  became  painful  and  sore.  It  had  reached 
now  the  size  of  a  man's  fist,  hard  and  immovable,  attached  to 
the  sixth  and  seventh  ribs.  Diagnosed  as  an  enchondroma, 
and  operation  deemed  advisable.  The  doctor  made  a  hori- 
zontal incision  over  the  tumor,  dissected  back  over  the  margin 
on  each  side  and  got  well  down ;  introduced  fingers  into  the 
wound  to  feel  for  pedicle  and  separate  surrounding  tissues. 
His  fingers  accidentally  entered  the  right  pleural  cavity.  The 
external  air  at  once  rushed  in  and  completely  filled  the  space, 
compressing  the  lung.  Did  not  interfere  with  operation ; 
with  bone  pliers  the  tumor  was  nearly  all  removed.  Found 
to  be  quite  hollow,  centre  having  undergone  fatty  degen- 
eration. Hemorrhage  very  slight,  wound  soon  closed  up  and 
brought  into  apposition  by  plaster  covering  the  whole  surface. 
He  was  discharged  in  six  weeks ;  wound  completely  closed, 
and  respiration  on  both  sides  normal. 

Treatment :  First  antiphlogistic  and  then  tonic;  good, 
nourishing  diet. 

Case  X. 

Case  of  Wattmann,  1878,  chondroma  (Albert's  Lehrbuch 
der  (  Mrurgie). 

In  the  earlier  editions  of  Albert's  Lehrbuch,  in  speak  in 
the  rashness  of  some  surgeons  in  removing  large  chondro- 
mata,  Albert  refers  to  a  case  of  Wattmann,  related  by  Dumm- 
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reicher,  in  which  Wattmano  attempted  to  dissect  the  pleura 
from  the  posterior  surface  of  a  tumor,  but  was  unfortunate 
enough  to  open  the  pleura,  so  that  the  patient  died  of  pyo- 
pneumothorax. 

This  case  is  No.  25  in  Schlapfer  von  Speicher's  list,  but 
he  gets  it  from  the  same  source,  so  that  no  additional  infor- 
mation can  be  gotten  from  him.  The  case  i-  not  mentioned 
in  the  la-t  edition  (1898)  of  Albert's  Lehrbuoh  der  Chirurgie, 

Case  XI. 

•  of  Kolaczek-Fiseher,  1 8 7 cS ,  chondroma  (Reported 
by  Kolaczek  in  Deutsche  GeseUsch./.  Chir.,  viii.  2,  x.  p.  80). 
This  is  a  particularly  interesting  case,  as  it  was  on  the  border 
line  between  the  pre-antiseptic  and  the  antiseptic  era.  The  suc- 
cessful result  in  this  case  gave  a  great  impetus  to  the  surgery 
of  the  tumors  of  the  thoracic  wall  and  to  surgery  of  the  chest 
in  general. 

It  was  operated  on  in  the  year  1878  by  Fischer,  and  the 
patient  was  presented  by  Kolaczek  at  the  meeting  of  the 
Eighth  German  Surgical  Congress,  in  April,  1879. 

C.  S.,  female,  aged  forty-eight  years.  She  had  an  enor- 
mous tumor  of  the  left  side  of  the  chest,  extending  from  the 
clavicle  to  the  costal  arch.  It  seemed  to  have  originated 
from  the  fourth  rib,  and  had  a  history  of  four  year.-'  devel- 
opment at  the  time  of  operation. 

The  operation  required  resection  of  parts  of  the  fourth, 
fifth,  sixth,  and  seventh  ribs,  and  the  subjacent  pleura.  The 
defect  in  the  pleura  was  of  the  size  of  a  child's  head.  There 
was  at  first  powerful  expiratory  expansion  and  bulging  for- 
ward of  the  lung,  which  thereupon  immediately  collapsed. 
R  spiration  became  very  anxious  and  the  pulse  failed.  The 
dyspnoea  for  a  time  was  intense,  and  the  narcosis  had  to  be 
tided.  The  operation  was  rapidly  finished  and  the 
patient's  condition  improved.  The  wound  was  sutured,  pro- 
vision being  made  for  drainage.  A  salicylic  acid  solution  was 
used  for  washing  out  the  pleural  cavity.  Following  the  opera- 
tion there  was  moderate  dyspnoea,  weakness,  and  anxiety,  and 
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the  fever  rose  on  the  third  day  to  39.8°.  There  was  a  sup- 
purative pleurisy  and  bronchitis,  which  Maas  and  others 
attributed  to  the  antiseptic  irrigation.  By  the  third  day  the 
markedly  drawn-in  skin  had  formed  adhesions  with  the  lung 
and  the  pericardium.  $Uq  made  a  good  recovery,  and  was 
discharged  four  weeks  after  operation.  There  was  recurrence 
one  year  later,  which  Kolaczek  removed  by  resection  of  3  cm. 
of  the  third  rib,  the  tumor  being  the  size  of  a  walnut.  She 
died  August  18,  1881,  in  the  hospital  at  Munich. 

There  was  fungous  disease  of  the  ankle-joint  and  caries  of 
the  bones  of  the  foot,  for  which  she  had  declined  all  opera- 
tion. The  lung  wa^  found  adherent  all  around  to  the  thorax 
and  only  U-  cm.  in  thickness.  This  case  is  shown  in  Figs.  1, 
2,  and  3. 

This  woman  was  the  patient  on  whom  von  Ziemssen  made 
some  valuable  investigations  concerning  the  physiology  of  the 
heart.  She  had  been  examined  in  various  hospitals  in  Ger- 
many, and  was  finally  sent  to  Munich  to  see  von  Ziein 
She  was  in  Munich  in  August,  1879,  and  again  in  the  fall  of 
1880.  Von  Ziemssen  saw  her  in  1880.  There  was  a  defect 
in  the  chest  wall  measuring  9  cm.  by  11  cm.,  bounded  by  the 
second  rib  above  and  the  seventh  below.  The  defect  had  a 
depth  of  9  cm.  The  skin  being  drawn  in,  the  lung  lay  along 
the  vertebral  column  from  its  apex  to  the  diaphragm  ;  the 
nipple  was  well  drawn  into  the  cavity.  The  observations  of 
von  Ziemssen  can  be  found  in  his  studies  on  the  "  Movements 
of  the  Human  Heart  of  Cathariua  Seraphin,"  published  in  the 
Deutsche  Archie  f.  Min,  Med.,  1882,  Band  xxx.  p.  270. 

Case  XII. 

Tietze's  first  case,  1879,  giant-celled  sarcoma  (Deutsch 
ZeUsehrift  fur    Chir.,   1891,   Band    xxxii.       Reported    from 

Fischer's  clinic). 

J.  G.,  aged  forty-six  years,  coachman,  admitted  to  the  clinic 
July  26,  1879.  There  was  a  history  of  injury,  being  kicked 
by  the  hind  foot  of  a  horse  three  years  before.  Tha  tumor  was 
of  the  size  of  a  child's  head,  spherical  in  shape,  situated  on 
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the  right  side  of  the  chest  between  the  parasternal  line  and 
the  anterior  axillary  line.  The  tumor  was  immovably  ad- 
herent to  the  sixth,  seventh,  and  eighth  ribs,  non-fluctuating, 
but  elastic.  The  skin  over  it  was  smooth,  but  showed  venous 
turgescence. 

Operation  :  Vertical  incision.  In  the  attempt  to  separate 
the  tumor  at  its  base  the  seventh  rib  was  broken  and  consid- 
erable hemorrhage  ensued.  About  10  cm.  each  of  the  sixth, 
seventh,  eighth,  and  ninth  ribs  were  resected.  There  was 
adhesion  of  the  diaphragm  to  the  tumor,  and  in  separating  it 
the  pleura  was  torn.  On  account  of  the  adhesions  the  lung 
did  not  collapse,  and  the  dyspnoea  was  slight.  The  I 
blood  was  marked,  and  the  subsequent  dyspnoeic  attack-  were 
.  The  wound  was  sutured  and  drained.  On  the  second 
day  there  was  oedema  of  the  lime;  and  hemorrhage  into  the 
pleura  and  pericardium  and  endocarditis.  Death  on  the 
second  day.  These  latter  notes  were  findings  of  the  post- 
mortem. 

Case  XIII. 

Leisrinck's  case,  1880,  sarcoma  (round-celled)  (Langen- 
beck's  ArchiVj  Band  xxvi.  ;  Plitt's  Inaug.  Dissert.,  Berlin, 
1890). 

J.  S.,  aged  thirty-seven  years,  had  first  noticed  the  die 
only  four  months  before,  after  a  blow  two  months  previously, 
which  he  thought  had  fractured  a  rib.  There  was  a  large 
tumor  of  the  ribs,  right  side,  extending  from  the  fifth  rib 
down  to  the  lower  border  of  the  thorax,  and  from  the  edge 
of  the  sternum  to  the  lower  angle  of  the  scapula.  He  was  a 
strong,  fine-looking  man. 

Operation:  The  incision  was  oval;  extended  from  the  tifth 
costosternal  junction  down  to  the  costal  arch,  and  thence  up  to 
the  inferior  angle  of  the  scapula.  Tie-  sixth  and  seventh  ribs 
were  resected  from  near  the  sternum  backward  for  nearly 
their  whole  Length.  The  pleura  was  torn,  and.  as  the  growth 
had  begun  to  attack  the  diaphragm,  a  piece  of  the  diaphragm 
was  removed,  about  an  inch  and  a  half  in  diameter.  Through 
the  hole  thus  made  the  liver  and  some  coils  of   intestine  pro- 
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traded,  and  had  to  be  put  back  ;  the  diaphragm  was  Butured. 

Instantly,  when  the  pleura  was  opened,  the  patient  collapsed, 
the  pulse  became  very  irregular  and  small,  and  the  respiration 
embarrassed.     Under  ether  injections  (subcutaneously)  and 

faradization  of  the  phrenics  he  revived.  The  wound  and 
pleural  cavity  were  washed  out  with  salicylic  solution  and 
sutured  with  two  large  drains.  There  was  terrible  cough 
during  the  night :  next  day  respiration  shallow,  temperature 
39.1°  C.  Thirty  hours  after  operation  lung  sounds  could  he 
detected  to  the  fourth  rib.  At  first  he  improved,  then  dysp- 
noea came  on,  and  the  temperature  mounted  to  40.3°  C.  He 
died  of  suppurative  capillary  bronchitis,  without  infection  of 
the  pleural  cavity,  on  the  fifth  day.  The  wound  in  the 
diaphragm  was  firmly  closed. 

Case  XIV. 

Weinlechner's  case,   1880,  myxochondro-sarcoma  ( Wiener 
med.  Woch.,  1882,  Nos.  20  and  21). 

'  This  was  a  man,  aged  thirty-seven  years.  Operated  on  in 
1880.  The  tumor  was  the  size  of  a  man's  head,  involving 
the  third  to  the  fifth  ribs  of  the  right  side.  For  the  most 
part  hard,  but  soft  in  places.  It  had  been  noted  four  years 
before,  but  after  a  blow  seemed  to  have  grown  very  rapidly. 
The  third,  fourth,  and  fifth  ribs  were  resected  with  the 
involved  pleura.  The  lung  collapsed  at  once,  and  the  con- 
dition of  the  patient  was  bad.  The  dyspnoea  was  severe, 
pulse  small.  A  piece  of  the  lung  "  the  size  of  a  saucer  "  was 
removed,  and  two  small  nodules  from  the  upper  lobe  of  the 
lung.  When  the  pleura  had  been  widely  opened  t\iQ  patient 
seemed  to  be  in  the  pangs  of  death,  with  very  bad  pulse,  and 
the  operation  had  to  be  hurriedly  finished.  The  thymol  spray 
was  used  during  the  operation.  The  wound  could  not  be 
closed,  as  there  were  no  flaps,  so  it  was  packed  loosely  with 
gauze  and  sponges.  In  the  afternoon  there  was  still  dysp- 
noea ;  small,  weak,  accelerated  pulse.  Death  after  twenty- 
four  hours  from  collapse  and  suppurative  pleurisy  (?). 
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(ASK    XV. 


Kronlein's  case,  1883-1888,  sarcoma  [Deutsche  Zeiteoh.f, 
Chir.j  L893,  p.  37  ;  M filler's  article). 

This  was  a  woman,  aged  eighteen  years.  In  June,  L883, 
she  had  a  tumor  on  the  left  Bide  which  had  begun  eight 
months  previously,  and  had  reached  the  size  of  a  child's 
head.  This  was  connected  with  the  sixth  rib,  which  was 
resected  and  the  tumor  removed.  Six  months  later  a  piece 
of  the  chest-wall,  of  the  size  of  the  palm  of  the  hand,  was 
removed,  together  with  a  growth  in  the  lung  of  the  size  of  a 
walnut.  The  space,  resulting  from  the  former  operation,  had 
been  filled  in,  with  a  recurrence,  which  extended  from  the  fifth 
to  the  seventh  rib.  The  wound  was  sutured  with  catgut. 
The  patient  recovered,  the  wound  healing  in  four  weeks.  In 
March,  1887,  three  years  later,  there  was  a  recurrence  above 
the  old  cicatrix.  The  fifth  rib  was  resected  and  the  thorax 
again  widely  opened  and  a  piece  of  the  lung  excised;  the  lung 
collapsed  and  the  patient  became  very  cyanotic.  The  pleural 
cavity  was  washed  out  with  1  :  5000  sublimate  solution.  She 
returned  in  August,  1888,  showing  a  recurrence  in  the  region 
of  the  former  operation.  Further  operation  was  declined. 
On  November  29,  1890,  she  died  of  pneumonia. 

Case  XVI. 

Humbert's  case,  1884,  sarcoma  (Revue  de  Chirwrgie}lSS  1. 
vol.  vi.  p.  297). 

L.  B.,  aged  twenty-one  years.  Operated  on,  February 
12,  1883,  by  Dr.  Peyrot,  the  diagnosis  being  periosteal  Bar- 
coma  of  the  ribs.  A  second  operation  was  done  on  December 
5, 1883,  by  Dr.  Nicaise.  Patient  again  presented  herself  for 
treatment  in  December,  1884.  The  growth  now  involved  the 
seventh,  eighth,  and  ninth  ribs,  and  was  very  painful. 

Operation:  Two  vertical  incisions  in  the  form  of  a  very 
elongated  ellipse,  which  took  in  the  old  soar.  Two  other 
transverse  incisions  were  made— one  above,  the  other  below. 

T\v<>    CUtaneOUS    Haps    were    thus    thrown    off,    exposing    the 
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tumor.  It  adhered  to  the  seventh,  eighth,  and  ninth  ribs 
ami  the  adjacent  intercostal  Bpaces.  The  eighth  rib,  completely 
involved    in    sarcomatous  tissue,  was  fractured   during   the 

manipulation.     The  three  ribs  v,  cted  clear  and  then 

:  to  the  extent  of  9  em.  each.  He  then  made  an  inci- 
i  along  the  sixth  intercostal  space  and  carried  the  knife 
down  through  the  points  of  section  of  the  ribs  in  front  and 
behind.  There  was  some  escape  of  sero-purulent  fluid.  He 
was  now  able  to  pull  clown  a  sort  of  trap-door,  which  < 
adherent  only  below.  On  its  internal  surface  the  deep  part 
of  the  tumor  showed  in  relief,  well  circumscribed  in  appear- 
ance. This  opening  disclosed  a  large  cavity  lined  with  false 
membranes.  The  lung,  pressed  backward,  occupied  the  depth 
of  this  cavity. 

This  thoracic  flap  was  now  grasped  with  the  fingers  of  the 
left  hand  and  the  scissors  carried  cautiously  along  the  ninth 
intercostal  space,  so  as  to  be  certain  of  passing  beyond  the 
limits  of  the  tumor.  He  had  still  to  resect  a  small  fragment 
of  the  ninth  rib,  which  seemed  suspicious  of  malignancy.  In 
clearing  the  pleura  he  perceived  on  the  floor  of  the  pleural 
cul-de-sac,  near  the  inferior  border  of  the  thoracic  opening, 
a  hole  2  cm.  by  7  cm.  in  extent.  Taking  this  to  be  an 
accessory  cavity,  he  introduced  his  fingers,  but  was  not  a 
little  surprised  to  come  upon  a  smooth  surface,  limited  below 
by  a  sharp  edge.  This  proved  to  be  the  liver,  and  he  was  in 
the  peritoneal  cavity. 

With  the  aid  of  a  mirror  he  was  able  to  see  clearly  this 
viscus,  the  upper  part  of  the  ascending  colon,  and  some  intes- 
tinal coils.  It  was  evident  that  he  had  accidentally  cut  a  part 
of  the  diaphragm  which  adhered  to  the  tumor.  Examination 
of  the  tumor  showed  small  bundles  of  muscle-fibre,  broken 
down  by  the  disease,  but  the  peritoneal  lining  had  as  yet  suf- 
fered no  alteration.  Some  clots  discovered  on  the  surface  of 
the  liver  were  removed  by  means  of  a  mounted  sponge. 
Having  made  as  well  as  possible  the  toilet  of  the  peritoneal 
cavity,  he  closed  the  diaphragmatic  wound  with  five  points 
of  strong  catgut  suture.     The  pleura  having  been  cleared  by 
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curettage  of  adhering  false  membranes,  the  wound  was  sutured, 
a  drain  being  left  at  the  inferior  angle,  An  antisepti 
was  applied.  The  patient  was  in  a  condition  of  pronounced 
algidity  for  twenty-four  hour-,  and  required  hot  applications. 
very  was  without  further  incident,  and  she  left  the  hos- 
pital February  6,1884,  less  than  two  months  after  the  opera- 
tion. 

In  1886  there  was  still  no  recurrence. 

Case  XVII.1 

Case  of  Helferich,  1885,  sarcoma  (Reported  by  R.  Heigl, 
Arbeiten  aus  dem  med.  J:1  in.,  Institute  der  K.  I/udwig-Maxi- 
milians-Universitdt  zu  Munchen,  Band  ii.,  1  Halfte,  Leipzig, 
1890,  p.  405;  also  Deutsche  Archiv  /.  Uin.  Jfcd.,  Leipzig, 
1889,  xlv.  27-42). 

A.  W.,  aged  ten  years,  son  of  a  peasant,  of  G.  in  Ober- 
bavern,  was  admitted  into  the  stationary  division  of  the  K. 
Chir.  Poliklinik  at  Munich,  showing  in  the  left  pectoral 
region  an  oval-shaped  tumor  about  the  size  of  a  man's  fist, 
on  all  sides  sharply  bounded,  covered  with  normal  skin,  and 
lying  under  the  musculature.  It  extended  from  the  under 
edge  of  the  clavicle  above  to  the  upper  border  of  the  h'fth 
rib  below,  and  from  the  middle  line  of  the  sternum,  inter- 
nally, to  the  anterior  axillary  line,  externally.  Length,  12 
cm.;  breadth,  10  cm.;  of  firm  consistence  ;  no  pain  ;  no  gland- 
ular involvement.  Conformation  of  the  ribs  unaltered.  Chest 
organs  sound. 

Diagnosis:  Sarcoma.  Nothing  in  the  history,  except  that 
it  was  noticed  first  at  the  end  of  April. 

Operation,  May  30, 1885,  by  Prof.  Belferich.  The  opera- 
tion consisted  in  the  cutting  of  a  musculocutaneous  flap  and 
its  reflection  upward,  freeing  of  the  tumor,  and  resection  of 
the  fifth,  fourth,  third,  and  second  ribs  in  the  anterior  axillary 
line,  and  of  their  insertions,  with  saving  of  the  periosteum. 
At  ti  1   rib  a  large   pi  ice  «>f   the  sternum   could   be 

saved,  but    a    part   of    the   manubrium    had    to    be   removed. 

i  Th  been  Improperly  placed  here ;  should  be  included  In  Serl 
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The  resected  parts  of  the  ribs  were  bent  inward  and  leveled. 
During  this  manoeuvre  nearly  the  whole  pericardium  and  a 

part  of  the  costal  pleura  were  exposed  to  view.  The 
heart  and  vessels  could  be  distinctly  seen  through  the  deli- 
cate pericardium,  while  the  sharp  edge  of  the  Inner  could  he 
studied  during  the  respiratory  and  cardiac  movements. 

The  healing  of  the  wound,  at  the  beginning  disturbed  by 
an  enormous  acceleration  of  the  heart's  action  and  dyspnoea? 
later  became  quite  smooth.  Microscopical  examination  of  the 
tumor  showed  typical  fibrosarcoma.  The  defect  was  pro- 
tected by  a  soft  pad. 

Discharged  July  13th.  Over  both  lungs  vesicular  breath- 
ing, even  in  the  defect.  The  effect  of  atmospheric  pressure 
was  almost  absent,  being  apparent  only  on  its  inner  edge. 
The  regular  rhythm  of  the  heart  could  be  well  differentiated 
from  the  forward  bulging  caused  by  the  air-filling  lung, 
which  was  observed  more  laterally.  Normal  heart  sounds  ; 
no  pericardial  friction. 

In  the  summer  of  1886  he  was  quite  restored  to  health,  and 
could  be  submitted  to  a  more  careful  examination.  There 
was  no  sign  of  recurrence,  but  there  were  some  changes  in  the 
defect  of  the  chest-wall,  to  be  ascribed  partly  to  physiological 
growth,  partly  to  regenerative  processes.  Instead  of  an 
enlargement  of  the  defect,  as  was  to  be  expected,  it  had  much 
diminished  by  the  growth  of  the  ribs  and  sternum.  The 
sternum  extended  2  cm.  beyond  the  middle  line  above,  and  4 
cm.  beyond  at  the  ensiform  cartilage.  The  axillary  ends  of 
the  resected  ribs  reached  now  nearly  to  the  mammary  line, 
a  firm,  fibrous  cord,  extending  from  the  second  rib  to  the 
first  costo-sternal  joint.  The  fifth  showed  a  conical  movable 
process,  running  in  a  curved  direction  toward  the  sixth  rib, 
somewhat  pushed  inward. 

Measurements:  Height,  134  cm. ;  chest  measurements :  in 
the  axillary  line,  deep  inspiration,  71.5  cm.;  expiration,  66 
cm.;  ensiform  measurements:  inspiration,  73.5;  expiration, 
70.  The  heart  pulsation  fell  during  the  long  narcosis  to  50 
per  minute. 
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Von  Ziemssen  studied  the  Beigl  case  daring  the  winter  of 

1888-1889. 

The  boy  was  now  fourteen  years  of  age — a  strong,  healthy 
fellow.     The  defect  in   the  chest-wall  was  not    so  large   as 

in  the  Seraphin  ease  (Case  XI.).  It  had  the  form  of  an 
irregular  triangle,  the  base  being  below,  the  inner  side  formed 
by  the  sternal  edge.  Vertical  measurements  11  em.,  breadth 
8  cm.  The  heart  could  be  felt  in  its  whole  anterior  extent. 
Both  lungs  freely  movable,  and  the  lung  of  the  affected  Bide 
seemed  to  be  functioning  over  a  greater  extent  than  in  the 
other  case.  On  coughing  and  enforced  expiration  the  lung 
and  heart  are  driven  into  the  defect.  There  was  absolutely 
no  sign  of  recurrence. 

Case  XVIII. 

Case  of  Maas,  1885,  chondroma  (Langenbeck's  Archir  f. 
hlin.  Chir.y  1886,  xxxiii.  p.  314). 

H.  M.,  aged  forty-two  years,  peasant,  admitted  into  Julius- 
spital,  Wiirzburg,  February  19,  1885. 

Mother  healthy.  Father  died,  probably  of  rectal  carcinoma. 
Him>elf  uniformly  healthy,  married,  seven  healthy  children. 
Fifteen  or  sixteen  years  ago,  after  a  blow  from  a  heavy  stick 
of  wood,  developed  a  tumor  of  the  size  of  a  hen's  e^g  under 
the  left  shoulder  blade.  The  injury  was  not  severe,  and  he 
did  not  quit  his  work.  The  tumor  grew  slowly  until  five  or 
six  years  ago,  when  he  fell  with  a  sack  of  pears  from  a  tree  to 
the  ground  on  to  the  sack,  which  lay  between  him  and  the 
ground.  Xow  the  tumor  grew  more  rapidly  and  troubled 
him  greatly  at  his  work. 

When  admitted  he  was  a  large,  well-built  man,  but  some- 
what emaciated,  with  pale  skin  and  mucous  membranes. 
Chest  and  abdominal  organs  healthy.  A  large,  vertical  oval 
tumor  occupied  the  posterior  and  lateral  aspects  of  the  left 
side  of  the  chest,  reaching  from  the  (by  it)  slightly  upward 
displaced  scapula  at  the  seventh  rib  down  to  the  crista  ilei 
and  anterior  spinous   process,  and   laterally  from   a    point  in 
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front  of  the  axillary  line  to  within  3  cm.  of  the  spines  of  the 
vertebrae.     Greatest  vertical   measurements   11  cm.,  greatest 

breadth    :}7    cm.     Skin    normal  except  as   to  Borne   dilated 

vein-  :  could  be  picked  up  over  the  tumor,  except  at  its  apex, 
where  the  skin  was  quite  stretched  by  the  underlying  growth. 
Tumor  elastic,  of  cartilaginous  hardness  in  some  pi 
at  the  apex.     Th  —  reaching  toward  the  pelvis 

quite  hard.      Firmly  fixed  to  the  ribs. 

Diagnosis  :   Chondroma  or  osteochondroma. 

Operation,  February  21,  1885.  Under  chloroform  and  a 
steam  spray  of  acetate  of  alumina,  patient  lying  on  the  right 
side  (opposite)  with  a  roll-cushion  under  him  to  raise  the  left 
thoracic  and  lumbar  regions.  Incision  from  inferior  angle  of 
scapula  to  left  anterior  spinous  process,  through  skin  and 
muscle.  A  second  incision  obliquely  from  the  middle  of  the 
first,  backward  and  downward  through  the  skin  and  the 
back  muscles.  The  exposed  tumor,  it  could  now  be  seen, 
was  free  above,  and  could  be  lifted  from  the  ribs.  It  was 
firmly  attached  to  the  ninth,  tenth,  and  eleventh  ribs.  The 
pelvic  process  had  pushed  its  way  downward  between  the 
musculature  and  the  fascia  transversalis  to  the  anterior 
spinous  process.  Blunt  dissection  posteriorly,  and  cutting 
of  the  ribs  with  bone  forceps  made  it  now  possible  to 
lay  the  tumor  forward.  Xow  it  could  be  seen  that  the 
pleura  was  firmly  incorporated  in  front  down  to  the 
diaphragmatic  insertion.  The  pleura  was  cut  first  behind, 
and  then  the  ninth,  tenth,  and  eleventh  ribs  in  the  axillary 
line  in  front  of  it.  There  was  nothing  left  to  do  but  dissect 
up  the  lower  projection  of  the  tumor.  This  was  accomplished 
without  tearing  the  fascia  or  opening  the  peritoneum.  Eleven 
cm.  of  the  ninth,  tenth,  and  eleventh  ribs,  with  corresponding 
pleura,  were  resected.  The  defect  in  the  wall  was  11  cm. 
long  and  7  cm.  wide.  The  heart,  covered  with  pericardium, 
the  uninjured  diaphragm,  and  the  completely  collapsed  lung 
could  be  distinctly  seen.  The  left  kidney  and  the  spleen 
could  be  seen  shining  through  the  transversalis  fascia.  The 
pulse  sank  from  80  to  60,  and  became  small,  but  regular  and 
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easily  felt,  the  breathing  slow  but  regular,  bo  that  the  narcosis 
did  not  have  to  be  interrupted  nor  any  restoratives  applied. 

The  patient  was  now  laid  on  the  left  side,  and  the  blood  in 
the  cavity,  partly  by  gravity,  partly  by  sponging,  cleared  out. 
The  wound  was  closed  by  two  rows  of  sutures,  one  uniting 
the  musculature, the  other  the  skin,  only  a  small  opening  near 
the  upper  end  of  the  longitudinal  wound  under  the  scapula 
and  another  near  the  hinder  end  of  the  transverse  incision 
were  left  unsntured.  No  other  drainage.  Later  there  was 
slight  dyspnoea.  Sublimate  salt  dressing.  The  tumor  was 
made  up  of  a  large  cyst  and  a  great  number  of  smaller  ones. 

The  microscopic  finding  was  osteochondroma myxomatosum. 

After  return  of  consciousness  the  patient  had  wine,  which 
brought  up  the  pulse  to  72.  The  respiration  was  little  quick- 
ened, and  very  slight  dyspnoea,  without  cyanosis.  No  congh 
nor  expectoration.  The  course  of  healing  was  quite  favor- 
able and  undisturbed. 

February  2Cjfh.  Examination  showed  almost  normal  respi- 
ratory movements,  and  no  abnormal  sounds.  In  inspiration 
the  wall  was  drawn  in  only  moderately.  Deep  inspirations, 
sitting  up  in  bed,  even  standing  upright,  gave  no  pain  what- 
ever. 

The  dressing  was  thoroughly  soaked  the  first  day,  so  that 
it  was  changed  on  the  third  day.  Wound  completely  ad- 
herent. Dressing  changed  again  on  ninth  day.  Wound  heal<  d 
except  at  the  unsntured  openings,  which  granulated.  Tem- 
perature was  once  up  to  38.5°.  Patient  got  up  on  the  ninth 
day,  and  went  home  March  14th. 

June  16th,  Returned  for  examination.  Health  good; 
respiratory  functions  practically  normal  ;  both  lungs  came 
down  to  same  level.  The  defect  had  narrowed  itself  to  3  cm. 
in  diameter.  No  pleural  adhesion.  A  small,  movable  tumor 
above.  According  to  Qu6nu  and  Longuet  this  was  rem 
and  fourteen  months  later  there  was  no  recurrence.  This  case 
is  shown  in  Figs.  1.  5  and  (j. 
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Case  XIX. 

Schede's  case,  carcinoma  secondary  to  carcinoma  of  the 
breast  (DeMtschA  med,  Woch.,  September,  1886,  vol.  xii.  p.  646). 

Woman,  age  not  given.  In  1882  the  patient  came  for 
operation  on  the  breast.  In  1885  there  was  a  return  of  the 
3e,  and  a  second  operation  was  done.  A  portion  of  the 
thorax  wall,  the  size  of  a  saucer,  was  removed.  The  ribs 
were  broken  down  by  the  growth.  The  pleura  show-  d  small 
Lrro\vtliN  (nature  not  stated),  which  were  not  removed,  although 
the  pleura  seems  to  have  been  opened.  The  wound  was  cov- 
ered by  a  Bkin-flap,  which  came  into  direct  contact  with  the 
lung.  This  patient  was  exhibited  a  year  afterward,  and 
showed  no  evidence  of  a  return  of  the  disease.  (These  data 
are  takeu  from  a  report  of  a  number  of  cases  by  Schede  at  a 
meeting  of  the  Hamburg  Medical  Society,  May  18,  1886.) 

Case  XX. 

Case  of  Trendelenburg,  1885,  myxochondroma  (Leonhard 
Meyer,  Inaucj.  Diss.,  Erlangen,  1889  ;  Baldus,  Inaug.  Diss., 
Bonn,  1887). 

This  was  a  man,  aged  sixty-one  years.  There  was  a  tumor 
seated  on  the  anterior  aspect  of  the  left  thorax,  semi-spherical 
in  shape,  and  reaching  from  the  sternum  to  the  anterior  axil- 
lary line,  and  from  the  clavicle  to  the  mamma. 

Diagnosis :  Chrondromyxoma.  The  incision  was  made 
from  the  insertion  of  the  fourth  rib  obliquely  across  the 
tumor  to  the  axilla ;  the  Hap  was  raised  and  the  pectoralis 
major  lifted,  and  the  tumor  uncovered  in  the  direction  of  the 
external  incision.  Then  a  vertical  cut  was  made  perpendicu- 
larly to  the  middle  of  the  first,  reaching  up  to  the  clavicle. 
The  pectoralis  minor  was  cut  across.  The  tumor  was  (irmly 
fixed  to  the  riband  evidently  growing  into  the  pleural  cavity. 
It  involved  also  the  third  and  fourth  cartilages,  which  were 
largely  cut  through.  The  tumor  could  now  be  lifted  suffi- 
ciently to  see  the  as  yet  uninjured  pleura.  In  working  down- 
ward and  inward  the  pleura  suddenly  tore.     The  wound  was 
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immediately  covered  with  a  sponge.  There  was  furious  bleed- 
ing from  an  intercostal  artery,  which  stopped  the  operation 
for  a  time.     After  a  little  manipulation  of  the  tumor  it  was 

easily  drawn  out.  The  pleura  could  now  be  seen  over  an 
area  the  si/"  of  the  palm  of  the  hand.  Sponge-ptt 
was  kept  <>n  the  pleural  tear,  and  the  median  piece  of  the 
second  and  third  ribs  was  resected.  Then  followed  suture  of 
the  musculature  and  skin,  the  pleura-covering  sponge  being 
drawn  out  before  completing  the  closure  of  the  wound. 
Drainage  through  the  external  angle  of  the  wound  ;  pressure 
bandage. 

Discharged  in  three  weeks,  cured. 

NOTE. — This  seems  to  be  the  same  case  as  that  referred  t<> 
incidentally  in  Witzel's  account  of  his  case  (CentraLb.f.  Chir., 
1890,  xvii.  523),  in  the  following  words  :  u  The  heart,,  how- 
ever, here  and  in  another  former  operation  suffered  more  than 
was  to  be  accounted  for  by  the  hampered  respiration  (this 
Witzel  attributed  to  the  flexion  of  the  large  vessels  due  to  the 
dislodgement  of  the  heart.)  In  the  operation  now  referred  to 
the  tumor  had  become  firmly  attached  to  the  middle  lobe  of 
the  lung,  considerably  prolonging  the  procedure.  The  heart 
action  was  helped  by  the  lateral  support  of  a  loosely  rolled  ball 
of  iodoform  gauze."  Quenu  and  Longuet  credit  AVitxel  with 
two  cases  in  their  list.  They  give  for  both  the  same  biblio- 
graphic reference  as  above,  while  in  this  reference,  which  is 
really  Witzel's  own  article,  Witzel  mentions  the  case  as  one 
given  in  detail  by  Baldus  in  his  Inaug.  Diss.  This  c 
sponds  in  all  respects  to  the  Trendelenburg  case  now  given. 

Cask  XXI. 

Tietze's   second    case,   1886-1889,  spindle-celled    sarcoma 
(Deutsch.  Zeitsoh.f.  Chir.,  1891,  Band  xxxii.). 

R.   II.,  aged   sixty-six   year-,  clergyman.      In    the   fall    of 

he   fell   ami  struck  against  a  stump,  bruising   the   right 

side.      Shortly  afterward  considerable   pain    was   felt,  and  in 

December   of  the  same  year  a   swelling  was  noticed   el 

the   right    nipple,  increasing    in    size   slowly,  but   with   much 


Tli  VION  FOR  TUMO 

pain.     Entered  the  clinic  in  1886,         growth  being  the  - 

of    a    female    brea8t;    the    skin    over    it    movable,    but    tumor 

adherent  to  the  ribs. 

Tumor  at  operation  was  found  to  be  a  nodular  mac 
soft  consistency  in  the  centre.  The  fourth  and  fifth  ribfl 
were  broken  down  by  invasion  of  the  disease.  The  tumor 
was  removed  close  to  the  level  of  the  ribs,  and  the  ribs  then 
cted.  The  adherent  pleura,  which  was  easily  separated, 
was  slightly  torn,  but  was  immediately  clamped  and  BUtured. 
.V  drain  was  put  in  and  the  wound  sutured.  The  patient 
was  discharged  after  the  fourteenth  day. 

July,  1887.  A  small  recurrence,  immediately  removed  by 
scrap 

In  December  of  the  same  year  a  second  recurrence.  While 
under  treatment  gangrene  of  right  foot  developed,  necessi- 
tating amputation  at  ankle.  Patient  discharged  well  in  Jan- 
uary, 1888. 

April,  1888,  a  third  recurrence  at  the  same  site.  This  was 
removed  by  the  fourth  operation.  The  growth  involved  the 
third  rib,  extending  up  into  the  intercostal  space.  The  rib 
was  cut  at  some  distance  from  the  tumor  and  the  attempt 
made  to  lift  the  tumor  out  ;  but  the  pleura  was  markedly 
adherent,  so  that  a  piece  of  the  latter  of  the  size  of  a  5-mark 
piece  had  to  be  removed.  The  lung  did  not  collapse,  and  the 
pulse  remained  unaltered,  as  likewise  the  respiration.  When 
the  pleura  was  opened  the  chloroform  was  discontinued. 
Toward  the  end  of  the  operation  the  breathing  became 
stormy  in  character,  the  right  lung  pressing  strongly  against 
the  defect  in  the  chest  wall  and  ballooning  out.  The  wound 
opening  was  tamponed  with  iodoform  gauze  and  then  sutured. 

The  patient  recovered  rapidly  from  the  operation,  and 
seemed  for  a  time  quite  comfortable.  On  the  fifth  day  the 
tampon  was  taken  out  and  a  part  of  the  sutures  removed. 
The  remainder  of  the  sutures  were  removed  on  the  third  day. 
Discharged  on  the  eighteenth  day.  The  tumor  showed  spindle 
cells,  with  intermingling  of  round-cells  in  some  parts. 

Fi  bruary  28, 1889.    Recurrence  for  the  fourth  time.     Dur- 
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ing  the  operation  the  pleura  was  again  opened.     Aiter  appa- 
rent convalescence  for  a  time,  on  the  fourteenth  day  after  the 

operation    the   patient    showed   marked   nervous  symptoms, 
became  delirious,  and  died   two  days   later.       Iodoform 
oning  was  not  considered  probable. 

Cask  XXII. 

L.  Desguin's  case,  1887,  sarcoma,  spindle-celled  (Hull* tin 
de  FAcadSmie  Royak  de  MSd.}  Belgique,  L887,  iv.  b.  Tome 
ii.  ;  also  La  Presse  Medicate  Bdg.%  August  87). 

This  case  was  operated  on  in  1887.  The  patient  was  a 
man,  aged  forty-one  years.  A  small  tumor,  seemingly  inof- 
fensive, developed  slowly  on  the  ninth  rib  and  in  its  neigh- 
borhood on  the  right  side.  It  began  to  be  painful.  There 
had  been  already  two  operations.  Before  the  third  operation 
it  was  found  to  be  a  sarcoma  instead  of  a  chondroma,  and  the 
tumor  advanced  rapidly  in  its  growth.  The  sarcoma  s< 
to  be  of  the  spindle-celled  variety.  The  eighth  and  ninth  ribs 
of  the  right  side,  with  adherent  pleura  to  the  extent  of  4  em. 
by  8  cm.,  were  resected.  Notwithstanding  the  ineviable  pneu- 
mothorax, the  healing  was  obtained  by  first  intention,  without 
a  sign  of  pus  and  without  any  grave  symptoms.  The  pneu- 
mothorax disappeared  within  a  week,  but  the  lung  s 
only  partially  to  expand,  and  the  liver  rose  above  the  normal 
level.  He  recovered.  The  mildness  of  the  manifestations 
on  opening  the  pleural  cavity  were  such  as  to  surprise  the 
operator. 

The  report  was  made  four  months  after  the  operation. 
The  lloyal  Academy  of  Belgium  recognized  the  importance 
of  the  ease  ami  reproduced  it  in  the  report  of  its  proceedings. 
It  was  remarked  in  this  report  that  the  case  published  by  M. 
Desguin  had  no  analogue  for  establishing  the  operation  on  a 
footing  with  pleural  resection  after  the  method  of  K-t  hinder, 
more  or  less  modified,  having  for  its  end   the  cure  of  pleural 
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Case  XXIII. 

Konig's  Beoond  case,  1887,  myxochondro-sarooma  (From 
Gerulanos,  and  Pagers  Surgery  of  the  Chesty  1896). 

This  was  operated  on  in  1887.  Female,  aged  twenty-six 
year-.  She  had  broken  a  rib  a  year  and  a  half  previously. 
Six  months  later  swelling  was  noticed  at  this  point.  There 
was  no  pain,  but  some  tenderness.  Below  the  right  breast, 
over  the  sixth  to  the  ninth  ribs,  was  a  large,  flattened  growth 
the  size  of  a  fist,  giving  a  marked  feeling  of  fluctuation. 
The  eighth  rib  was  resected  with  the  adherent  parietal  and 
diaphragmatic  layers  of  the  pleura  to  the  size  of  a  thaler 
piece.  The  diaphragm  was  not  perforated.  The  pleura, 
however,  was  freely  opened.  There  was  considerable  dys- 
pnoea for  several  days.  Recovery  took  place  in  three  weeks. 
The  temperature  rose  to  39°,  and  was  normal  first  by  the 
twelfth  day. 

Recurrence  three  years  later  ;  very  extensive;  successfully 
removed  by  resection  of  the  seventh  and  ninth  ribs.  There 
was  invasion  of  the  diaphragm.  There  was  recurrence  later 
(Campe). 

Case  XXIV. 

Heineke's  case,  1887-1889.  sarcoma  (Reported  by  Leon- 
hard  Meyer,  Inaug.  Diss.,  Erlangen,  1889). 

F.  W.,aged  thirty-one  years  ;  married  ;  parents  living  and 
well.  Eleven  sisters  and  brothers.  One  brother  died  of  lung 
trouble  at  twenty-five  years  of  age ;  one  brother,  now  living, 
seventeen  years  of  age,  with  a  suppurating  sore  on  the  left 
leg.  Always  a  healthy  man  until  the  winter  of  1886-1887, 
when  he  had  a  cough  without  expectoration.  He  was  the 
father  of  five  healthy  children.  About  Easter,  1887,  he  fell, 
striking  heavilv  on  the  right  side  against  a  four-cornered 
timber.  He  suffered  so  much  that  he  had  frequently  to  see 
a  doctor.  There  were  pains  in  the  side  and  painful  breath- 
ing. At  the  end  of  September,  1887,  he  noticed  a  small 
kernel  under  the  skin;  by  the  end  of  October  this  had  reached 
the  -ize  of  an  egg.      He  saw  a  physician,  who  advised  opera- 
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tion,  but  he  was  fearful,  and  hesitated.  The  pain,  however, 
became  so  severe  and  so  kept  him  from  Bleeping  at  night  that 
lie  came  into  Heineke's  Erlangen  clinic.  This  was  December 
10, 1887.  The  patient  was  middle-sized,  not  specially  strongly 
built,  but  of  good  musculature  and  of  moderately  fat  and  pale 
skin. 

Examination  :  The  form  of  the  thorax  was  rather  paralytic  ; 
the  supraclavicular  and  infraclavicular  spaces  were  sunk  in  ; 
clavicles  were  prominent,  especially  the  left.  There  was  Blight 
flattening  of  the  left  apex.  A  tumor  the  size  of  a  list,  raised 
about  4  cm.,  was  seen  at  the  lower  part  of  the  thorax.  It 
was  red  in  appearance,  sharply  bound,  with  an  ovoid  base 
extending  from  the  scapular  line  to  the  posterior  axillary  line, 
occupying  the  region  of  the  seventh,  eighth,  and  ninth  ribs, 
its  longest  diameter  being  on  the  eighth  rib.  Adherent  to 
the  skin  and  immovable  on  the  ribs.  Sharp  limitation  ;  no 
infiltration  ;  no  enlargement  of  the  glands.  There  was  evi- 
dence of  apical  consolidation. 

Operation,  December  12,  1887.  Skin  incision  not  men- 
tioned. There  was  resection  of  the  seventh,  eighth,  and 
ninth  ribs  in  the  extent  of  the  tumor.  The  pleura  was  then 
opened,  and  the  piece  on  which  rested  the  base  of  the  tumor 
was  cut  out ;  the  finger  could  feel  a  tumor  the  size  of  a 
pigeon's  egg  at  the  level  of  the  eighth  rib,  nearer  the  verte- 
bral column,  projecting  from  the  pleura  inward.  This  was 
completely  peeled  out  with  the  finger.  The  whole  hand 
could  now  be  put  into  the  cavity.  With  the  collapse  of  the 
lung  a  row  of  small  tumors  could  be  seen  along  the  vertebral 
column.  These,  unfortunately,  could  not  be  removed.  The 
pleura  was  sutured  except  at  the  posterior  angle  of  the  wound, 
where  it  was  left  open  to  the  extent  of  3  cm.  for  drainage. 
The  external  wound  was  closed  except  at  the  posterior  angle. 
Moss  pillow  dressing. 

Remarks  :  The  opening  of  the  pleura  and  the  elimination 
of  the  right  lung  from  the  work  of  respiration  gave  rise 
to  no  disturbance  of  the  narcosis.  Naturally  there  was  some 
dyspnoea  after  the  patient  awoke,  but  this  was  not  particularly 
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marked.  There  was,  above  all,  no  noteworthy  heart  disturb- 
ance. The  tumor  showed  itself  microscopically  a  round-celled 
ma;  the  intercostal  nerves  were  embedded  in  the  tumor, 
an  explanation  of  the  pains.  The  day  after  \\w  operation  the 
temperature  was  38.9°,  afterward  normal.  II<*  left  hi- 
December  24th  for  a  little  while,  but  feeling  chilly  and  badly, 
after  half  an  hour  he  lay  down  again.  lie  had  a  restless 
night.  Temperature  next  day  was  39.3°,  lasting  several  days. 
On  January  13,  1888,  he  was  discharged  at  his  request,  the 
temperature  being  normal.  There  were  no  signs,  on  exami- 
nation, to  explain  the  eause  of  the  trouble.  On  December 
25th  the  surgeon  had  thrust  in  his  finger  at  the  open  angle  of 
the  wound,  thinking  there  might  be  some  retained  fluid,  but 
onl\*  a  little  bloody  serum  came.  The  wound  was  closed, 
and  when  discharged  it  was  completely  healed.  At  home  the 
wound  suppurated  again  a  little,  but  was  healed  again  in  the 
beginning  of  February.  Some  days  after  this  healing,  during 
a  spell  of  coughing  which  lasted  a  quarter  of  an  hour,  a  quart 
of  foul,  stinking,  yellowish-green  pus  came  up.  These  attacks 
were  subsequently  repeated,  with  less  discharge.  This  con- 
tinued, getting  less  and  less  through  March,  April,  May,  and 
June.      He  got  si  and  felt  better. 

In  July,  1888,  he  remarked  a  tumor  at  the  site  of  opera- 
tion, and  returned  to  Heineke's  clinic  July  16,  1888.  The 
skin  was  observed  to  draw  in  during  inspiration,  and  bal- 
looned out  as  large  as  a  child's  head  during  expiration. 

Diagnosis  :  Recurrence  of  sarcoma  in  the  cicatrix,  increas- 
ing apical  consolidation,  and  hernia  pulmonalis  at  the  site  of 
extirpation. 

On  July  18th  the  tumor  was  extirpated  through  an  inc 
in  the  cicatrix,  the  pleura  being  again  opened  and  closed  with 
suture.     Union  by  first  intention.      A  piece  of  the  herniated 
lung  was  removed  at  this  operation. 

Case  XXV. 

Midler's  case,  1888,  chondrosarcoma  (Taken  from  Pi 
Surgery  of  the  Chest,  p.  160.     See  also  W.  Miiller,  Deutsche 
ZeitscLf.  klin.  Chir.,  1893,  p.  41). 
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Include  tip's  in  his  table  of  cases,  b 
it  in  full  in  the  body  of  his  work,  p.  169. 

A  man,  aged  twenty-four  years,  in  ft]  health, 

had  a  bard,  round;'*],  flattened,  shelvi  r  the 

right  ribs,  from  the  fourth  to  the  seventh,  firmly  unit 
them  and  extending  from  near  the  sternum  to  near  the  ante- 
rior axillary  line.      He  had   noted  it  four  years.      The  veins 
over  it  were  dilated,  the  skin  was  not  adherent,  the  axillary 
elands  were  not  enlarged.    Tin  odulnessof  the  medi- 

astinum,  no  displacement  of  the  heart.  Faint  vesicular  breath- 
ing was  heard  in  the  region  of  the  growth  ;  no  r&les  ;  no  fric- 
tion sounds. 

Operation,  November  8, 1888:  A  large  Hap  was  raised,  and 
it  then  could  be  made  out  that  the  intra-thoracic  portion  of 
the  growth  was  much  larger  than  the  external  swelling.  Four 
inches  of  the  fourth  rib  were  removed,  and  then  the  fifth  rib 
imilarly  treated;  at  this  moment  the  pleura,  which  was 
very  thin,  was  torn,  and  air  was  heard  entering  the  chest. 
Part  of  the  sixth  rib  was  now  resected,  pleura  and  all,  and 
the  tumor  was  raised,  exposing  a  gap  in  the  pleura  as  big  as 
a  saucer.  At  tin's  moment  the  lung  receded,  and  the  growth 
went  with  it  a  little  way  back  into  the  chest  [mmediately 
the  patient  collapsed,  his  breathing  stopped,  his  pulse  could 
not  be  felt,  injections  of  ether  and  camphor  were  given,  and 
the  danger  passed  off  as  soon  as  the  growth  was  again  grasped 
and  drawn  forward.  It  was  now  found  to  be  firmly  fixed 
by  a  broad  base  to  the  lower  vd^  of  the  lung.      Th 

I   his   ringer  over  the  lung  and  felt  n  -  ;rowths  in 

it.  His  assistant  then  held  the  vkIj^v  of  the  lung  forward  and 
kept  it  compressed  while  he  transfixed  and  tied  it,  cut  away 
the  growth  with  Bcissors,  and  closed  the  wound  in  the  lung 
with  a  continuous  suture.  He  then  let  go  the  lung  ; 
lapsed  at  once;  again  the  patient  became  deadly  pale,  and 
gave  no  sign  <>f  puis'  or  respiration  ;  lie  seize  1  the  lung  and 
divw  it  forward,  and   again    the   patien  a,  on 

tying  his  last  skin  suture,  tie1  Burgeon  had  finally  to  let  go 
the   lung,  the   patienl  one.'  more  collaps  d,  and  for  some  days 
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after  he  bad  Blight  dyspnoea.    Three  day-  aft  r  the  operation 

six  or  -even  ounces  of  serum  were  let  out  from  the  pleura. 
In  March,  1891  (two  and  a  half  years  later),  a  recurrent 
nodule  beneath  the  sear  was  removed.  A  little  air  entered 
the  pleura,  but  no  harm  came  of  it.  In  July,  1893,  the 
patient  was  in  perfect  health.  The  growth  was  of  a  mixed 
character,  mostly  bone  and  cartilage  at  its  centre,  sarcoma  at 
its  exterior. 

Cask  XXV T. 

Hahn's  case,  1888,  rnyxochondro-sarcoma  (Deutsch.  med. 
Woch.,  1888,  Xo.  50,  p.  1034;  also  the  same,  1889,  p.  321). 

Riesenfeld  refers  to  this  case  as  having  been  related  the 
day  after  the  operation,  before  the  Berlin  Medical  Society. 
The  patient  seems  to  have  been  a  colleague  of  the  operator. 

He  was  a  man,  aged  thirty-three  years.  Had  been  previ- 
ously operated  on  twice  by  Bruns  in  Tubingen — first  in  1888 
for  a  tumor  of  the  ninth  rib,  the  rib  being  resected.  Four 
months  later  a  recurrence  called  for  resection  of  the  eighth 
rib.  When  seen  by  Halm,  in  1888,  the  growth  had  attained 
the  size  of  two  fists,  springing  from  the  lower  ribs.  The 
patient  urgently  requested  the  operation.  Hahn  resected  the 
sixth,  seventh,  eighth,  ninth,  and  tenth  ribs.  When  the 
tumor  was  drawn  out  the  pleura  and  peritoneum  were  ex- 
tensively opened,  and  a  piece  of  the  peritoneum  the  size  of 
the  palm  of  the  hand  was  excised,  being  involved  in  the  dis- 
ease. The  diaphragm  was  wounded  and  secured  to  the  upper 
edge  of  the  external  wound.  The  condition  the  next  day  was 
relatively  good,  but  he  very  soon  succumbed  to  the  operation. 

Case  XXVII. 

Alsberg's  first  case,  1888,  chondroma  (Riesenfeld,  in 
Deutech.  med.  Woch.,  1889,  p.  321). 

This  patient  was  a  female,  aged  twenty-two  years.  Oper- 
ated on,  July  15,  1888.  There  was  a  tumor  of  slow  growth  ; 
no  pain  ;  no  marked  impairment  of  health.  It  must  have 
been  first  noticed  in  April,  1888,  when  it  was  of  a  walnut 
size.      When  operated  on  in  July  it  was  a  tumor  of  the  size 
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of  a  goose-egg,  situated  on  the  K-ft  side  at  the  level  of  the 

seventh  and  eighth  ribs,  between  the  anterior  and  middle 
axillary  lines.  The  skin  was  freely  movable  over  the  tumor. 
The  tumor  had  a  length  of  9  em.  and  a  breadth  of  6  cm. 
The  eighth  rib,  which  was  surrounded  by  the  growth,  was 

■dand  a  piece  of  adherent  pleura,  two  inches  in  Bize, 
cut  out.  The  lung  collapsed,  but  the  patient  quickly  recov- 
ered and  the  pulse  remained  good  throughout  the  operation. 
The  wound  was  closed  by  deep  and  superficial  sutures,  with 
iodoform  gauze  drain  at  the  lower  end,  which  was  later  sub- 
stituted by  a  rubber  tube  on  the  fourth  day  when  the  dress- 
ing was  changed.  The  evening  of  the  operation  the  patient 
complained  of  dyspnoea,  which  increased  steadily,  and  was 
followed  by  a  cough  on  the  second  day.  On  the  evening  of 
the  third  day  temperature  was  38.6°,  pulse  140;  but  under 
treatment  this  was  rapidly  improved,  and  from  the  sixth  day 
the  pulse,  temperature,  and  respiration  were  normal.  Drain- 
age tube  was  removed  on  the  tenth  day.  In  four  weeks  the 
patient  left  the  hospital,  being  completely  well  and  lung 
showing  normal  expansion.  Microscopically  it  was  an  osteo- 
chondroma with  myxomatous  degeneration.  According  to 
Caro  (Deutsch.  med.  Woch.,  January,  1893,  p.  57),  there  was 
no  return  up  to  January  19,  1890.  Quenu  and  Longie 
none  after  five  years. 

Case  XXVIII. 

Roswell  Park's  case,  1888,  sarcoma,  spindle  and  round- 
celled  (Annals  of  Surgery,  1888,  viii.  pp.  254-257). 

F.  C,  aged  thirty-three  years,  of  Machias,  X.Y.  Patient's 
family  history  good.  Twenty  years  ago  noticed  a  nodule,  no 
larger  than  a  pea,  about  the  middle  of  the  outer  aspect  of  the 
left  leg,  where  he  had  previously  bruised  it.  Enlarged  slowly 
until  five  years  ago,  when  it  began  growing  rapidly.  1 1  was  re- 
moved and  diagnosticated  sarcoma  by  the  doctor.  It  returned 
at  its  old  site.  Early  in  February  of  1887  he  consulted  me. 
I  found  a  hard  mass  the  size  of  a  list  embedded  in  the  tissues 
on  the  outside  of  the  left  leg,  a  little  above  the  middle.  Skin 
not   much   discolored    nor  very   adherent.      Larger   now  than 
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when  first  removed.     I  advised  amputation.     Dr.  C.  King, 

of   Marinas  (who  removed  the  first  sarcoma),  made  it  at  the 
-joint  :    wound  healed  readily,  with  excellent  resulting 
stump.     A  pieee  of  growth  sent  me  for  examination  pi 
to  be  a  small,  round-celled  sarcoma. 

By  Dr.  King's  advice  the  patient  returned  to  me  in  Janu- 
ary, 1888.  He  presented  a  growth  the  size  of  a  Iwn's  egg  a 
little  above  and  to  the  outer  side  of  the  left  nipple.  It  was 
fast,  tender,  hut  with  movable  overlying  skin,  apparently 
involving  the  whole  thickness  of  the  thoracic  wall.  Neigh- 
boring glands  not  involved.  General  condition  good.  Chest 
expansion  normal,  and  on  careful  auscultation  no  difference 
detected  between  the  sounds  of  the  two  lungs.  No  dulness 
on  percussion  in  the  neighborhood  of  the  tumor.  Main  com- 
plaint, severe  pain  ;  also  acknowledged  he  was  losing  a  little 
flesh.  I  advised  removal  January  21,  1888,  in  my  clinic  at 
Buffalo  General  Hospital.  Operation  was  made.  Ether  he 
took  kindly.  Skin  over  the  tumor  separated  easily  after  a 
crucial  incision  had  been  made.  It  at  once  appeared  that 
two,  if  not  three,  ribs  were  involved,  and  that  total  excision 
would  be  necessary.  I  began  to  separate  periosteum  on  inner 
side  of  last  rib  involved,  at  short  distance  from  edge  of  mass. 
Rib  proved  fragile,  broke,  and  a  spicule  of  bone  forced 
through  the  pleura.  As  soon  as  the  pleural  cavity  was 
opened  I  rapidly  dilated  the  opening  with  my  finger  and 
determined  that  the  growth  was  larger  on  the  inner  side  of 
the  thorax  than  on  the  outer; -al<o,  that  there  was  adhesion 
in  at  least  one  place  to  the  lung  beneath.  Having  gone  so 
far,  I  decided  to  extirpate  the  entire  mass.  I  excised  the 
tumor  with  the  four  ribs  involved  (fourth,  fifth,  sixth,  and 
seventh),  thus  taking  out  a  portion  of  the  thoracic  wall,  some 
five  inches  in  length  by  three  and  a  half  inches  in  width. 
After  removing  all  the  thoracic  attachments  I  found  that  the 
band  of  adhesion  connecting  it  with  the  lower  border  of  the 
upper  lobe  of  the  lung  was  long  enough  to  tie,  and  after 
throwing  around  it  a  strong  ligature  the  mass  was  easily 
detached.      During  and  after  the  removal  a  beautiful  demon- 
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BtratioD  of  the  action  of  the  heart  in  its  pericardial  sac  was 
afforded.  Hasty  examination  of  the  left  Inn-,  both  ocular 
and    by    palpation,    revealed     numerous     nodu 

through  the  lung  tissue  of  both  lobes  and  on  their  surface. 
Had  then*  been  a  single  sarcomatous  ma  3sible  I  should 

have  excised  a  portion  of  the  lunur.  Under  these  circumstances 
such  a  measure  was  out  of  the  question.  Respiration  hut 
slightly  disturbed.      Pulse,  however,  b  ak.      Stimu- 

lants frequently  given  hypodermatically.  I  checked  quickly 
what  little  hemorrhage  there  was  and  closed  the  wound  with 
numerous  continuous  sutures.  Over  this  iodoform  was 
1  and  an  antiseptic  compress  Bnugly  bandaged  down. 
At  the  close  of  the  operation  the  face  was  slightly  cyan 
pulse  140,  respiration  30  to  the  minute.  Within  an  hour  he 
was  conscious,  complained  of  great  pain,  checked  by  morphine 
Bubcutaneously  given.  During  the  ensuing  night  he  was 
restless,  requiring  anodynes  in  large  amounts.  Pulse  at  one 
time  170,  and  very  feeble.  Following  day  temperature  97°, 
pulse  130,  comparatively  comfortable  and  taking  sufficient 
nourishment.  Next  few  days  progressed  very  favorably, 
only  once  temperature  as  high  as  101.1°,  respiration  fluctu- 
ated between  30  and  50  for  two  or  three  days.  Hi-  left 
lung  seemed  to  be  inflated.  January  27th,  his  face  was 
cyanosed  and  anxious,  respiratory  murmur  on  left  side  lost; 
the  vesicular  character,  which  for  three  days  it  had  had, 
became  faint.  Dressing  had  not  been  changed  at  all.  Toward 
evening  became  delirious  and  died  early  the  following  morn- 
ing. Five  hours  later  I  reopened  the  wound,  which  I  found 
completely  united  by  first  intention.  Cavity  of  the  left 
pleura  filled  with  a  bloody  serum,  in  which  the  lung 
to  have  macerated,  since  it  was  -oft  and  t  y.     Fluid 

had  no  odor.      Hand  passed   into  right  pleural  cavity;   found 
right  lung  just  as  much  studded  with  sarcomatous  nodu 
left. 

Comments  :   Equal  affections  of  the  two  lungs  will  account 
for  the  fact  that  on  auscultation  no  difference  was  det 
Microscopical   examination   showed    it   to  be  a  small   spindle- 
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celled  sarcoma,  while  the  nodules  found  in  the  lunge  showed 
distinct  sarcomatous  elements,  hut  »>f  round-cells.  It  is  of 
pathological  interest  to  note  how  secondary  growths  differ 
from  the  parent  tumor. 

Case  XXIX. 

Tietze's  third  ease,  1889,  sarcoma  (Reported  from  Fischer's 
surgical  clinic  in  Breslau,  Deutsch.  Zeitsch.  f.  Chir.,  1891,  Band 
xxxii.  p.  424). 

A.  G.,  aged  twenty-eight  years,  wTife  of  a  harness-maker. 
Family  history  good.  Menstruated  at  sixteen.  At  the  age 
of  nineteen,  while  dancing,  received  a  blow  on  the  left  breast, 
and  had  pain  for  some  days.  A  hard  lump  developed  on  the 
outer  side  of  the  left  mamma,  about  the  size  of  a  walnut.  At 
twenty-two  she  married,  the  lump  being  present,  but  causing 
no  inconvenience.  During  her  first  preguancy,  in  the  second 
year  of  her  married  life,  the  lump  became  larger.  She  was 
twice  pregnant  afterward.  The  tumor  became  larger  during 
lactation.  During  last  pregnancy  (the  fourth),  the  tumor 
attained  the  size  of  a  man's  fist,  and  increased  rapidly  in  size 
during  lactation  with  marked  pain,  which  necessitated  weaning. 

She  presented  herself  at  the  surgical  clinic  August  12, 1889. 

Examination  :  Xo  enlarged  axillary  glands.  Dimensions 
of  tumor:   length,  11  cm.;  breadth,  15  cm.;  height,  12  cm. 

Operation  :  Circular  incision  extending  toward  axilla, 
exposure  of  capsule,  which  was  easily  separated  from  the  flaps. 
Tumor  seemed  to  originate  from  the  chest  wall,  extending 
toward  the  sternum  and  thence  to  the  cartilage  of  the  fifth  rib. 
The  adjacent  ribs  were  separated  so  that  the  tumor  seemed  to 
be  surrounded  by  a  bony  ring.  The  fifth  rib  being  cut  and 
the  tumor  being  lifted,  there  were  found  both  pericardial  and 
pleural  adhesions.  The  pericardial  adhesions  offered  nodiffi- 
eultv,  but  in  separating  the  pleura  from  the  tumor  this  mem- 
brane was  torn  in  several  places,  and  during  the  manipulation 
the  severed  rib  broke,  permitting  the  entire  removal  of  the 
tumor.      The  larger  portion  of  the   pericardium  was  now  to 
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be  seen.    When  the  pleura  was  torn  the  lung  collapsed.     The 

pleural  rents  were  Bewed  up,  hut  the  sutures  partly  cut  out, 
giving  rise  to  some  emphysema,  which  was  controlled  by  a 
rather  stout  bandage.  There  was  no  material  chau 
pulse  while  the  pleura  was  open.  The  blood  lose  was  small. 
The  general  condition  of  the  patient  after  the  operation  was 
good,  the  pulse  being  moderate  and  strong. 

For  the  first  two  days  the  dyspnoea  was  noticeable.  The 
temperature  on  the  evening  of  the  operation  was  37.8  , 
second  evening  38.4°,  the  highest  point  reached.  Sixth  day, 
change  of  bandage,  removal  of  iodoform  gauze  and  sutures* 
the  wound  being  healed  primarily.  The  patient  was  dis- 
missed on  the  fourteenth  day,  after  the  second  chang 
bandage. 

She  did  not  report  again  until  January,  1890.  She  seemed 
in  perfect  health.  The  thoracic  defect  measured  from  the 
fourth  to  the  sixth  ribs  5  cm.  in  length  by  10  cm.  in  breadth. 
The  heart  pulsation  could  be  plainly  seen  and  the  apex  readily 
palpated  with  the  fingers.  The  lung  seemed  to  be  function- 
ing normally.  Her  household  duties  did  not  permit  her 
remaining  long  enough  for  more  extended  examination. 
Up  to  the  time  of  this  report  (1891)  the  woman  had  not 
reported  since  1890.  Quenu  and  Longuet  say  no  recurrence 
after  three  years,  but  their  reference  is  the  same  as  mine.  I 
think  it  should  be  one  year,  as  she  had  not  reported  since 
1890. 

Case  XXX. 

First  case  of  Vautriu,  1889,  sarcoma  {Huitikme  Ocmgrhdi 
Chir.,  Lyon,  1894). 

Mile.  X.,  of  Thiancourt,  aged  nineteen  years,  entered  the 
hospital  September,  1889,  to  be  operated  on  for  a  voluminous 
tumor  of  the  breast,  which  had  been  observed  only  Biz  months. 

Of  sound  parents  and  in  perfect  health  until  the  last  few 
months,  she  is  now  pale,  anaemic,  her  appearance  one  of  suf- 
fering. All  these  altered  traits,  combined  with  her  red  hair, 
indicated  a  nature  delicate  and  without  resistance. 

Tne  right  breasl  was  Infiltrated  by  an  enormous  neoplastic 
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mass,  extending  from  the  sterna]  lino  to  the  axillary  border 
of  the  scapula,  and  from  the  clavicle  to  the  last  ribs, 
wrinkled,  veins  dilated,  distended,  and  glistening  ;  the  nipple 
nmbilicated.  pain  in  the  right  arm. 

Impossible  to  mobilize  the  tumor  or  its  attachments.    Auscul- 
tation and  percussion  denoted  no  intrathoracic  invasion. 
318  was  enoephaloid  sarcoma  of  the  breai 

rapid  progress,  with  adhesion  to  ribs  and  also  spread  I; 
the  intercostal  spaces. 

The  operation  was  done  September  17,  1889.  Vantrin 
made  an  elliptical  incision  around  the  principal  part  of  the 
tumor,  whose  limits  were  uncertain  He  dissected  away  the 
skin  and  laid  bare  the  deep  layers,  more  or  less  invaded,  and 
arrived  at  the  neoplasm,  which  absorbed  all  the  mammary 
gland  and  pushed  out  feelers  even  into  the  muscles  toward  the 
axilla  and  under  the  pectorals.  He  commenced  the  dissection 
at  the  base  of  the  tumor  toward  the  sternum,  where  there  were 
solid  adherences  with  the  ribs.  He  cut  with  a  bistoury  thecar- 
s  of  five  successive  ribs,  then  exposed  the  pleura  on  their 
internal  surface;  but  at  7  cm.  from  the  sternum  he  arrived  at  a 
place  where  this  membrane  was  absorbed  by  the  tumor.  Here 
two  rarefied  ribs  broke.  Light  tractions  on  the  tumor  tore  the 
pleura,  and  air  entered  the  chest.  Several  successive  syncopes 
followed,  and  the  chloroform  was  stopped  and  two  injections 
of  ether  given.  After  five  minutes  pulse  was  improved, 
respiration  became  more  frequent,  but  regular,  and  the  opera- 
tion was  continued. 

The  pleura  was  opened,  pneumothorax  was  established,  and 
the  lung  was  collapsed  against  the  vertebral  groove.  A  piece 
of  diseased  pleura  8  cm.  wide  by  6  cm.  in  length  was  removed. 
The  fourth,  fifth,  sixth,  and  seventh  ribs  were  cut  back  of  the 
vertical  axillary  line  at  the  angles  of  the  ribs.  The  ablation 
of  the  inferior  fibres  of  the  great  pectoral  muscle  and  a  part 
of  the  minor  was  done,  and  as  the  third  rib  was  already 
adherent  and  dis  a-  d  it  was  resected  to  the  extent  of  a  five-cent 
piece.  The  arm-pit  was  cleaned  to  the  axillary  vein  and  quite 
a  large  neoplastic  node  removed.     The  external  (limitations  of 
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us  magnus  and  the  external  border  of  the  Latisaimus 
found  absorbed  by  the  neoplasm,  and  Vautrin  abraded 

them.      The  wound  was  enormous,  m  25  '-in.  in  its 

■  diameter,  and  extendi::  ally  from  a  point 

situated  3  cm.  from  the  clavicle  to  th  rib.      In  the 

midst  was  the  pleural  opening,  throug  could  h 

the  retracted   lung.     The  toilet  of  the  pleural  c 
made  by  wiping  with  sterile 

It  was  useless  to  try  to  close  the  pleural  opening  by  ap] 
mation,  the  loss  of  substance  being  too  great.    Passed  a  drain 
from  the  bottom  of  the  pleural  cavity  toward  the  p 
costo-diaphragmatic  angle  across  the   thoracic   wall,  behind 
and  internally  to  the  angles  of  the  ribs.     The  difficulty  now 
was  to  close  this  immense  wound.      The  Haps  of   skin 
subcutaneous  tissue,  carefully  husbanded  during  the  opera- 
tion, served  partly,  but  had  to  be  supplemented  by  a  flap 
taken  from  behind  the  wound  and  from  tiie  axilla,  and  with 
a  pedicle  large   enough  to  insure  its  vitality.      The  wound 
was  united  with  silkworm-gut,  leaving  an  opening  5  cm.  in 
diameter.      The  operation  lasted  one  hour  and  a  half. 

For  two  days  she  had  attacks  of  vomiting  and  dysp 
The  pulse  remained  regular  at  100.  The  temperature  rose 
the  second  day  to  33.5°,  and  oscillated  between  88°  and  39° 
for  about  a  week.  About  the  third  day  the  right  lung  com- 
menced to  respire  in  its  whole  extent,  and  by  the  fifth  its 
rhythm  was  normal.  The  drain  discharged  at  firsl 
cious  serum,  then  frank  pus. 

It  is  to  be  noted  that  the  patient  complained  during  eight 
or  ten  days  of  an  intense  pleuritic  stitch,  but  at  no  time  was 
the  situation  grave.  About  the  fifteenth  day  she  could  sit  up. 
and  on  the  twenty-fifth  the  posterior  drain  was  removed.  The 
cicatrization  was  complete  about  the  fortieth  day,  when  the 
photographs  were  taken.  It  was  observed  that  the  lung  was 
intimately  adherent  to  the  whole  extent  of  the  .cicatrix,  tin- 
sucking-in  of  which  toward  the  cavity  ,,  n  during 

the  respiratory  movement   , 

The  patient   left   the   hospital  about   the  fiftieth  day,  thor- 
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oughly  well.    Qin'nu  and  Longuet  report  no  recurrence 
five  war.-. 

Case  XXXI. 

Bardeleben'a  case,  1890,  sarcoma  (H.  Plitt,  Inaug.  Dt88.} 
Berlin,  1890). 

Wilhelm  8.,  aged  thirty-eight  years,  admitted  into  Charity 
Berlin,  January  20,  1890. 

Family  history  good.  January,  1889,  he  fell  on  the  ice 
and  struck  heavily  on  the  left  side.  A  carpenter's  rule  in  his 
pocket  produced  a  severe  bruise  at  the  lower  part  of  the  chest 
on  the  left  side.  Three  days  afterward  there  was  a  swelling 
extending  from  the  sixth  to  the  ninth  ribs  on  the  left  side. 
This  increased  in  size,  accompanied  by  severe  pains.  Six 
weeks  before  admission  he  noticed  several  little  lumps  over  this 
region,  extending  up  toward  the  shoulder.  The  patient  is  a 
moderately  strong  man,  somewhat  meagre.  He  had  suffered 
considerably,  and  lost  much  rest  at  night  in  consequence. 

Examination  :  Left  side  distinctly  bulging  below  between 
the  mammary  gland  and  the  mid-axillary  line.  The  skin  was 
practically  uninvolved  and  quite  movable.  A  row  of  toler- 
ably hard  tumors,  arranged  in  oblique  direction  from  below 
and  behind,  forward  and  upward,  was  seen,  the  lowest  of 
these  on  the  ninth  rib  in  the  midaxillary  line,  the  highest 
close  to  the  mammary  line  at  the  sixth  rib.  The  lowest  of 
them  was  of  a  walnut  size,  the  highest  bean  size.  It  was 
difficult  to  say  whether  the  soft  parts  or  the  bony  were 
involved.  The  seventh  and  eighth  intercostal  spaces  were 
covered  by  the  tumor.  The  upper  edge  of  the  seventh  and 
the  lower  edge  of  the  ninth  ribs  were  easily  felt,  as  well  as 
the  spaces  above  the  seventh  and  below  the  ninth.  The 
measurement  of  the  tumor  on  the  eighth  rib  was  13  cm. 
The  distance  from  the  xiphoid  process  to  the  point  of  the  first 
lumbar  spine  was  three  and  one-half  inches  greater  on  this  side. 

Operation  January  25,  1890.  The  first  oblique  row  of 
small  nodules  was  taken  out  with  a  part  of  the  latissimus 
dorsi.  The  ninth  rib  was  then  resected,  and  then  the  seventh 
and  eighth.     In  resecting  the  seventh  and  eighth  a  piece  of 
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the  pleura  had  to  be  removed,  being  involved  in  the  die 
Then  the  soft  parts  of  the  sixth  and  ninth  intercostal  spaces 
cut  through.  The  ribs  were  first  cut  through  in  front 
and  then  behind.  Through  this  wound  tiie  Lung,  adherent 
to  the  diaphragm,  could  he  seen  moving  up  and  down,  as, 
likewise, the  heart  and  the  diaphragm.  The  left  kidney  even 
could  be  seen  glistening  through  the  diaphanous  diaphragm. 
Further  inspection  showed  that  more  of  the  eighth  rib  was 
diseased,  so  that  one  and  one-half  inches  more  were  removed. 
The  operation  lasted  ninety  minutes.  Nothing  alarming 
occurred — only  the  rush  of  air  and  temporary  fall  of  the 
pulse.  A  large  drain  was  put  in  and  the  wound  Butured. 
The  dressing  was  changed  on  the  fourth  day,  again  on  the 
sixth,  when  a  new  drain  was  put  in,  and  on  the  eleventh 
the  drain  was  removed.  Since  February  12th  the  patient 
has  been  getting  occasionally  out  of  bed,  and  on  February 
22d  he  was  dismissed  at  his  request,  the  wound  being 
healed. 

March  Zd.  The  patient  returned  to  have  some  glands  in 
the  left  axilla  removed.  These  were  as  large  as  a  !j.oose-egg. 
They  were  taken  out,  and  healing  promptly  followed. 

12th.  In  the  supraclavicular  space  a  new  glandular  swell- 
ing was  discovered.  This  was  removed,  as  well  as  three 
small  glands  discovered  lying  on  the  subclavian  artery. 

22c/.   The  patient  was  discharged. 

Examination  of  the  tumor  showed  it  to  be  alveolar  sarcoma 
of  the  eighth  rib.  Horizontal  measure,  13  cm.;  vertical,  7  em. 
The  eighth  rib  showed  fracture.  Five  months  later  the  patient 
was  again  seen  and  was  completely  well. 

Case  XXXII. 

Case    of  O.   Witzel,  1890,  sarcoma    (CmtralbL  f.  Chir.} 

1890,  xvii.  523.  "  Fin  Yerfahren  zur  Beseitigung  des  aku- 
ten  naeh  Penetratio  der  Brustwand  ent>tandenen  Pneumo- 
thorax"). 

Male,  aged  thirty  years,  no  further  information  given,  ex- 
cept that  the  tumor  was  of  the  size  of  the  list  and  situated 
Over  the  tenth  and  eleventh  rib-  of   the  right  side. 
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iratioD   was  done  by  Witzel  about   Blaster,  1890. 

r  morphine-chloroform  narcosis  a  U-shaped  Hap  was 
made,  exposing  the  tumor.     The  tenth   and   eleventh   ribs 

divided  and  the  pleura  opened  with  the  scissors  after 
cutting  through  the  intercostal  musculature.  It  was  neoea- 
sary  to  remove  the  posterior  remnants  of  the  ribs  as  well  as 
the  transv  is  of  the  vertebra?  corresponding  to  the 

d  ribs.     The  pleura  being  opened,  cyanosis  ap] 
with  dyspnoea,  at  first  of  high  degree,  but  improving  in  two 
or  three  minutes,  whereupon  the  fluttering  lung  slightly  ex- 

1.     The  heart  here  as  well  as  in  another  earlier  ease  of 
•  XIX.)  suffered  out  of  proportion   to  the 

ation.      Witzel  attributed  it  to  the  flexion  of  the  large 

Is,  due  to  the  sudden  dislodgement  of  the  heart.     This. 

ling  to  Witzel,  occurs  toward  the  side  of  operation  when 
the  pleura  is  freely  opened,  but  toward  the  opposite  side  in 

I  pneumothorax. 
In  this  case  the  pneumothorax  was  overcome  by  a  simple 
method.  The  cavity  was  rilled  with  warm  boric  solution, 
thus  converting  the  pneumothorax  into  a  hydrothorax.  A 
male  catheter  attached  to  an  irrigator  was  introduced  into  the 
upper  anterior  end  of  the  outer  wound  so  that  it  ran  parallel 
with  the  wall  of  the  thorax.  The  outer  wouud,  particularly 
around  the  instrument,  was  now  closed  with  deep  and  super- 
ficial sutures,  so  as  to  be  air-tight  and  water-tight,  excepting  a 
small  slit  at  the  apex  of  the  pleural  cavity.  Across  this  slit 
sutures  were  passed,  ready  to  be  drawn  tight  later  on.  The 
pleura  was  now  filled  from  the  irrigator  through  the  catheter 
with  warm  boric  solution  at  blood  temperature. 

When  no  more  air,  even  on  gentle  shaking  of  the  patient, 
issued  from  the  slit,  this  slit  was  closed  by  tying  the  sutures. 
Slight  and  very  transitory  cyanosis  followed  the  introduction 
of  the  solution.      By  lowering  the  irrigator  the  fluid  at  once 

.  to  flow  from  the  catheter,  and  as  it  Ho  wed  the  respira- 
tion and  the  heart's  action  improved.  The  fluid  being  drawn, 
the  catheter  was  withdrawn  in  such  a  way  as  to  prevent  the 
entrance  of  air. 
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The  results  of  the  operation  exceeded  expectations.  The 
patient   being  raised,  at   once  breathed  quietly  and  easily. 

Percussion  and  auscultation  showed  the  lung  to  be  expanding 
even  where  the  resection  had  taken  place.  Only  posteriorly 
was  a  Blight  friction  heard,  BUpposed  to  he  due  to  blood  clots. 

The  course  of  healing  was  uninterrupted.  There  was  for 
a  time  a  short  fistula  due  to  a  ligature,  and  behind  there  was 
a  Blight  dulness  along  the  lower  part  of  the  thorax,  indicating 
adhesion. 

Seeond  case  of  Witzel,  referred  to  in  this  article. 

This  is  evidently  the  same  as  Trendelenburg  Case 

XIX.),  and  is,  therefore,  thrown  out.  Queim  and  Longuet 
give  a  seeond  case  of  Witzel,  hut  the  only  authority  for  it  is 
WitzeFs  article  ;  but  a  careful  study  of  this  paper  in  conjunc- 
tion with  the  Inaug.  Dissertation  of  Baldus,  Bonn,  1 8 -S 7 ,  to 
which  Witzel  refers  for  a  fuller  account  of  the  case,  shows 
conclusively  that  he  speaks  of  Trendelenburg's  case  (Case 
XIX.  in  this  list).  This  second  case  of  Witzel  (Case  XIV., 
Class  B,  in  Quenu  and  Longuet)  is,  therefore,  thrown  out. 
The  case  is  not  found  in  the  list  of  Gerulanos  nor  in  that  of 
Paget,  but,  however,  given  as  Trendelenburg's. 

Case  XXXIII. 

Case  of  Marsh,  1890,  chondroma  (British  Medical  Journal, 
June  14,  1890). 

F.  W.,  aged  twenty  years,  delicate  looking  woman,  having 
a  good  family  history,  was  admitted  to  Queen's  Hospital,  Bir- 
mingham, March  19,  1890.  For  many  years  has  had  double 
suppurative  otitis  media,  a  sequel  of  measles,  but  with  this 
exception  has  had  good  health.  Her  work  (brushmaker) 
involves  a  considerable  use  of  the  shoulder  by  the  pectoral 
muscles. 

Two  years  ago  noticed  accidentally  a  lump  on  her  chest, 
just  above  the  right  breast  It  felt  hard,  but  not  painful.  It 
ha-  -lowly  increased  in  size  until  a  few  months  ago,  has  grown 
more  rapidly  since,  and  as  it  is  becoming  a  deformity  she 
wishes  Bomething  done.     Growth  now  measures  about  three 

-   -urg  19 
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inches  in  its  long  diameter,  is  irregularly  oval  in  Bhape,  hard, 
slightly  tabulated,  painless,  situated  over  the  sternal  ends  of 
the  third  and  fourth  ribs  and  firmly  attached  to  one  of  them, 

the  skin  over  it  being  normal  and  movable.  Under  an  anaes- 
thetic, growth  was  exposed  by  oblique  incision  ;  soft  tissues 
easily  separated  from   it,  and  the  projecting  part  cut  off 

chisel  and  mallet.  Proved  to  be  an  enehondroma;  hard  ex- 
ternally, but  of  a  crumbly  consistence  underneath,  attached 
to  the  third  rib,  a  portion  still  being  left  wedged  tightly  in 
the  third  interspace,  pressing  the  fourth  rib  downward.  On 
removing  this  with  a  gouge  it  was  seen  that  the  growth 
expanded  beneath  the  ribs  into  a  mass  of  the  size  of  one's 
fist.  Owing  to  crumbling  consistence  and  waut  of  support, 
could  only  be  removed  piecemeal.  The  portion  of  the  rib 
from  which  the  growth  originated  was  cut  away,  and  so, 
then,  was  the  capsule,  which  was  so  blended  with  the  stretched 
pleura  that  it  was  necessary  to  excise  the  implicated  piece, 
measuring  three  inches  by  three  inches.  There  was  now  an 
opening  of  irregular  shape  in  the  chest-wall.  Each  bleeding 
point  had  been  at  once  seeured.  The  pale,  salmon-colored 
lung,  covered  only  by  visceral  pleura,  could  be  distinctly 
seen.  The  exposed  lung  moved  synchronously  with  each 
movement  of  inspiration  and  expiration,  forward  and  back- 
ward, to  and  from  the  anterior  chest-wall,  rather  than  upward 
and  downward,  through  a  space  of  fully  three  inches.  The 
amount  of  the  movement  varied  with  the  length  and  the 
depth  of  the  respiration,  from  one  inch  to  contact  with  the 
chest-wall — in  fact,  great  care  had  to  be  exercised  to  avoid 
including  the  lung  in  the  sutures  closing  the  wound.  These 
physiological  facts  I  leave  to  physiologists  to  explaiu. 

It  was  impossible  to  bring  the  edges  of  the  parietal  pleura 
together,  so  I  sutured  the  soft  parts  together  over  the  open- 
in,-,  placing  a  short,  good-sized  rubber  drainage-tube  in  the 
lower  angle,  anticipating  there  would  be  some  pleuritic  effu- 
sion. Patient  fairly  comfortable,  though  temperature  kept  at 
100°  F.  for  forty-eight  hours.  Dressing-  were  now  changed, 
and  as  they  were  dry  and  the  percussion-note  over  the  base 
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was  that  of  pneumothorax,  I  directed  the  patient  to  inspire 

deeply,  to  empty  the  pleural  cavity  as  much  as  possible  of 

air,  and  at  the  height  of  the  inspiration  I  withdrew  the  tube 
and  closed  the  wound  with  a  strapping.  Patient  more  com- 
fortable after  removing  the  tube;  temperature  fell  to  normal; 
wound  healed  by  first  intention.  The  slight  pneumothorax 
disappeared.  Patient  Bhown  at  Midland  Medical  Society  on 
April  23d.     Percussion  sounds  everywhere  normal  and  clear. 

Cask  XX XIV. 

Alsberg's  second  case,  1891,  sarcoma,  round-celled  and 
spindle-celled  (From  Caro,  Deutsche  m><L  II  or//.,  January, 
1893,  No.  3,  p.  57). 

Female,  aged  thirty-one  years.  She  sprang  from  healthy 
parents  and  had  never  been  sick  before.  In  July  she  felt 
tearing  pains  in  the  right  arm.  These  increased  and  kept 
her  from  her  work.  At  the  end  of  July  she  noticed  in  the 
right  side  above  and  anteriorly  a  tumor,  which  slowly  but 
steadily  grew.  The  pain  forced  her  to  apply  to  the  hospital 
in  Hamburg  in  the  latter  part  of  September.  She  was  a 
woman  above  middle  size,  with  large  bones  and  well  devel- 
oped musculature.  She  had  the  appearance  of  suffering.  The 
tumor,  of  a  fist  size,  occupied  the  space  between  the  clavicle 
and  the  fourth  rib,  and  extended  from  the  right  parasternal 
line  to  the  anterior  axillary  line.  There  was  tolerably  sharp 
limitation.  The  skin  was  red  from  repeated  rubbing.  The 
tumor,  which  was  elastic,  was  firmly  fixed  to  the  ribs.  There 
was  no  infiltration  and  no  glandular  involvement.  Puncture 
brought  only  blood.     The  chest  and  upper  organs  healthy. 

Operation  on  September  21,  1891.  Alsberg  operated. 
Made  transverse  incision  through  the  skin  and  muf 
The  tumor  was  found  to  lie  directly  on  the  pleura,  in  the 
second  intercostal  space.  A  second  incision  was  made  toward 
the  axilla,  and  the  base  of  the  tumor  separated  from  the  pleura 
without  opening  it.  The  tumor  ruptured  during  the  manipu- 
lation. Seven  cm.  of  the  Becond  rib  was  resected.  In  taking 
away  the  |  »nd  intercostal  space  a  piece  of  the 
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pleura  about  the  size  of  a  five-mark  piece  had  to  be  cut  out 
The  wound  was  immediately  stuffed  with  iodoform  gau 
the  wound  was  finally  closed  by  suture,  a  gauze  drain  having 
been  put  in.  The  narcosis  was  not  disturbed  by  the  tempo- 
rary elimination  of  the  right  Lung  from  the  respiratory  work. 
Toward  evening  the  respirations  were  48,  pulse  90,  tempera- 
ture 38.7°.     She  had  a  had  night, 

September  23d.  Pulse  was  120  and  the  patient  seemed  very 
ill;  dressing  was  changed;  luematothorax;  six  to  eight  table- 
spoonfuls  of  bloody  serum  drained  out  from  the  wound. 
For  some  days  the  bad  symptoms  continued. 

2S//>.  The  wound  looked  well  and  the  patient  seemed  better. 

30th.  She  was  out  of  bed,  and  on  October  4th  discharged. 
The  tumor  was  a  round-celled  and  spindle-celled  sarcoma. 

November  6,  1892.  The  patient  died  of  inoperable  recur- 
rence after  small  operations  had  already  been  done  in  [March, 
May,  and  June  previously  for  recurrence  beginning  one  month 
after  iirst  operation. 

Case  XXXY. 

Case  of  Mikulicz,  1891,  myxochondro-sarcoma  cyst i cum 
(Reported  by  v.  Noorden,  Deutsche  med.  Woch.,  1893,  xix, 
346). 

A  man,  aged  fifty-four  years.  There  was  no  hereditary 
history  and  no  history  of  injury.  Four  years  before  a  tumor 
of  the  size  of  a  hen's  egg  was  observed  in  the  left  anterior 
axillary  line,  about  the  seventh  rib.  This  grew  slowly  for  a 
long  time  and  then  more  rapidly. 

Examination,  June  25,  1891.  The  tumor  was  pear- 
shaped;  the  circumference  at  the  base  was  78  cm.;  vertical 
measurement  35  cm.;  antero-posterior  26  cm.  Reaches  from 
the  axilla  to  the  bottom  of  the  thorax,  spreading  forward 
under  the  nipple  beyond  the  anterior  axillary  line,  backward 
under  the  inferior  axillary  angle  of  the  scapula  to  the  exter- 
nal edge  of  the  latissimus  dorsi,  and  approaches  posteriorly  to 
within  1  cm.  of  the  crest  of  the  ilium.  The  shoulder  blade 
was  pushed  slightly  upward,  but  movable.  The  following 
regions  were  occupied   by  the  tumor  :   the  axilla  of  the  left 


F.   II'.  PARHAM. 

side,  the  lateral  chest  wall,  the  hypochondriac  and  mammary 
regions,  and  the  region  of  the  back  lying  beneath  the  scapula. 
The  adduction  of  the  upper  extremity  was  diminished  by  the 

presence  of  the  tumor.  The  skin  over  the  tumor  was  movable, 
and  there  was  nothing  abnormal  in  the  chest  or  abdomen. 

There  was  no  sugar  in  the  urine,  no  albumin,  no  indican, 
but  abundant  sedimentum  lateritium.  The  haemoglobin 
mounted  up  to  85  (v.  Fleischl).  Absolutely  nothing  else 
abnormal  anywhere. 

Diagnosis  rested  upon  the  historical  data,  the  local  and 
general  condition,  and  upon  the  examination  of  a  piece  of 
the  tumor  excised  for  the  purpose.  (This,  if  enchondroma, 
would  not  invariably  show  the  character  of  the  tumor.)  The 
situation,  duration,  the  insignificant  influence  on  the  health, 
the  absence  of  lymphatic  glandular  involvement,  the  exten- 
sion of  the  tumor,  the  absence  of  skin  infiltration  implied 
chondroma,  but  always  with  the  reservation  that  a  malignant 
change,  suspected  from  recent  rapid  growth,  might  have 
supervened  to  invalidate  the  diagnosis.  A  valuable  wrinkle 
was  furnished  by  the  blood  examination.  The  amount  of 
haemoglobin  contents  of  80  to  90,  before  the  operation,  corre- 
sponds, according  to  his  frequently  made  observation,  to  no 
malignant  tumor;  and  it  has  been  established  by  many  experi- 
ences in  his  clinic  that  the  return  of  the  haemoglobin  to  the 
original  amount  meant  that  no  recurrence  had  taken  place, 
or,  at  least,  none  of  malignant  nature.  The  operation  was 
done  under  morphine-chloroform  narcosis,  and  lasted  three- 
quarters  of  an  hour.  The  patient  was  laid  on  the  right  side 
(opposite),  and  the  operation  was  done  in  two  Btagi  s.  Inci- 
sion was  vertical.  The  involved  diaphragm  was  cut  oil*  last, 
Leaving  an  opening  of  antero-posterior  measurement  of  8  cm., 
being  9  cm.  wide.  The  wound  in  the  diaphragm  was  «• 
partly  by  the  muscles,  3]  cially  the  abdominal  oblique 
muscles,  and  partly  by  direct  suture.  Some  small  tumors 
found  toward  the  vertebral  column.  The  wound  in 
the  wall  was  enlarged,  and  the  tumors  removed  with  hammer, 
Chisel,  shears,  and   force})-.       In    tin-   operation    the   seventh, 
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eighth,  ninth,  and  tenth  ribs  were  resected.  A  large  piece 
of  the  pleura  was  taken  away,  and  a  piece  of  the  diaphragm, 
as  before   stated.     There  was    no  change   in    the    pole 

respiration  when  the  pleura  was  opened. 

( )n  the  eighth  day  there  were  respiratory  difficulties.  Then 
percussion  showed  dulness  up  to  the  middle  of  the  scapula. 
Punctures  in  the  posterior  axillary  line  brought  one  and  one- 
half  quarts  of  bloody  fluid.  Stitches  were  removed  in  four- 
teen days.  He  was  discharged  in  five  weeks,  and  went  to 
work.  Nearly  a  year  afterward  some  small  tumors  were 
found  near  the  lower  end  of  the  incision.  These  were  sub- 
cutaneous, and  were  easily  removed. 

After  fourteen  months  an  examination  showed  sinking  in 
of  the  thorax  over  the  site  of  the  defect ;  clear  percussion  to 
the  ninth  rib;  vesicular  breathing  everywhere.  Bulging  out 
of  the  wall  in  the  defect  took  place  in  expiration  to  the  size 
of  a  fist.     No  recurrence  is  mentioned. 

Case  XXXVI. 

Konig's  third  case,  1891,  sarcoma  (round-celled).  (Paget's 
Surgery  of  the  Chest,  p.  180,  case  21.) 

This  was  operated  on  in  1891.  A  man,  aged  thirty-four 
years.  Noted  only  six  weeks ;  not  painful  ;  says  he  had  a 
cough  and  was  losing  flesh.  Looks  thin,  pale,  and  feeble. 
A  firm,  elastic  growth,  the  size  of  a  large  apple,  was  situated 
over  the  seventh  rib,  in  the  axillary  line.  There  was  no  fluc- 
tuation. Tumor  was  an  alveolar  round-celled  sarcoma.  The 
seventh  rib  was  resected  with  adherent  pleura;  lung  was  found 
fixed  by  old  adhesion  of  the  upper  lobe ;  there  was  no  serious 
dyspncea  either  during  or  after  the  operation.  He  recovered 
slowly  from  the  operation,  but  there  was  rapid  recurrence, 
which  ended  in  death. 

Case  XXXVII. 

A^autrin's  second  case,  1891,  carcinoma  (secondary  to  mam- 
mary carcinoma).  {HuitlcmeCongrh  deC/iiV^/v/ie,  1894, p.  162.) 
This  was  a  woman,  aged  forty-six  years,  housekeeper,  of 
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excellent  previous  health,  and  the  mother  of  BeveraJ  children. 
Vantrin  had  operated  on  her  in  October,  L890,  for  carcinoma 
of  the  right  mammary  gland.  The  axilla  had  been  cleaned 
out  and  the  aponeurosis  of  the  great  pectoral  removed.  Six 
months  later  then1  was  recurrence,  but  she  came  to  Vantrin 
only  in  December,  1891 — that  is,  at  Least  four  months  after 
the  recurrence  first  manifested  itself.  The  neoplasm  was 
I  on  the  anterior  asped  of  the  thorax,  at  tin-  level  of 
the  old  cicatrix,  which  was  ulcerated  in  the  region  lying 
between  the  sternal  and  axillary  lines.  Adhesion  be- 
the  tumor  and  the  ribs  was  quite  firm.  There  was  no  impli- 
cation of  the  lung  or  bones  by  metastases,  and  there  was  no 
cachexia. 

Operation:  Circular  incision  about  the  tumor,  excision  of 
a  considerable  part  of  the  great  pectoral  in  the  neighborhood  ; 
resection  of  7  cm.  of  the  fifth  and  sixth  ribs,  beneath  which 
the  pleura  was  found  adherent  and  diseased.  The  fourth  and 
fifth  ribs  being  also  removed  to  the  extent  of  4  or  5  cm.  and 
the  hremostasis  being  attended  to,  the  pleura  was  opened,  the 
chloroform  being  suspended.  The  air  rushed  in,  the  lung  col- 
lapsed, continuing,  however,  after  a  fashion,  to  perform  its 
functions ;  then  the  respiration  became  irregular,  and  the  pulse 
weak,  recovering  itself  intermittingly.  Soon  the  heart  and 
respiration  became  regular,  and  the  pleural  flap  invaded  by  the 
disease  was  cut  away.  The  pleural  opening  measured  3|  cm. 
in  diameter,  and  through  it  the  healthy  1  uiilt  could  be  seen  to 
fall  back  against  the  vertebral  groove.  It  was  impossible  to 
unite  the  edges  of  the  pleural  wound,  so  he  conceived  the  idea 
of  attaching  the  parietal  to  the  visceral  pleura.  The  lung  was 
seized  with  a  pair  of  forceps,  but,  being  caught  too  near  the 
hilus,  it  could  not  be  sufficiently  mobilized  to  bring  it  into  the 
opening.  He  made  another  attempt,  catching  the  lung  far- 
ther out,  but  again  the  required  traction  was  too  great. 
Finally,  Vantrin  enlarged  the  wound  in  the  wall  by  a  fur- 
ther resection  sufficient  to  enable  him  to  detach  the  pleura 
and  sink  it  in  until  it  could  be  sutured  to  the  visceral  pleura. 
The  wound  in  the  thoracic  wall  was  thus  filled   in.      II-   was 
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much  bothered  by  the  resulting  runnel-shaped  wound,  which 
the  Inng  traction  exaggerated  in  depth  and  which  the  al  - 
of  soft  parts  prevented  him  from  filling  in.     The 

surface  was  diminished  as  far  as  possible,  but  he  was  forced 
to  leave  uncovered   the  infnndilmlnm  formed   bv  tic  vifi 
pleura  at  the  bottom  and  the  external  surface  of  the  j>: 
pleura  all  around. 

On  the  third  day,  on  removing  the  dressing,  he  was  reas- 
sured. The  lung  had  resumed  its  function,  the  pneumo- 
thorax had  in  a  large  part  disappeared,  and  the  air,  filling 
out  the  alveoli  of  the  lung,  had  caused  the  infundibulum, 
which  had  existed  two  days  before,  to  become  obliterated. 
The  bottom  of  the  wound  gradually  approached  the  level  of 
the  resected  rib-. 

The  cicatrization  was  completed  in  two  months,  and  the 
woman  resumed  her  occupation.  Four  months  after  this — 
that  is,  six  months  after  the  intervention — a  new  recurrence 
was  discovered  in  the  skin  near  the  sternum,  but  the  woman 
declined  to  submit  to  any  further  operation. 

Case  XXXVIII. 

Case  of  Zarubin,  1891,  sarcoma  (Jacobson's  Operations  of 
Surrjery,  1897,  p.  581). 

Zarubin,  of  Kharkov,  relates  (Transactions  of  the  Kharkov 
rsity  Society,  1891,  supplement  to  British  Medical  Jour- 
nal, August  1, 1891)  the  case  of  a  young  Cossack,  who  sought 
his  advice  for  a  steadily  growing  and  occasionally  painful  tumor 
of  seven  years'  standing.  It  measured  21  cm.  horizontally 
and  19  cm.  vertically,  occupying  the  right  side  of  the  chest 
between  the  nipple  and  the  post-axillary  line  from  the  sixth 
to  the  ninth  rib.  The  new  growth  was  hard,  nodulated,  im- 
movable, and  non-adherent  to  the  skin.  The  integuments 
over  it  were  thinned,  but  otherwise  normal,  and  the  nearest 
lymphatic  glands  apparently  unaffected.  An  osteochondroma 
of  the  thoracic  wall  was  diagnosticated.  The  huge  ma- 
removed,  together  with  the  involved  portions  of  the  seventh, 
eighth,  and  ninth  ribs.     The  gap  left  in  the  chest  measured 
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17  cm.  in  a  horizontal  ami  1 U  cm.  in  a  vertical  direction.  <  m 
opening  the  thoracic  cavity  the  lung  collapsed,  but  only  par- 
tially, owing  to  pleural  adhesions  around  the  periphery  of  the 
new  growth-.  No  serious  respiratory  or  cardiac  disturbances 
occurred,  and  the  hemorrhage  was  trifling.  The  cavity  was 
gently  cleansed  with  gauze,  soaked  in  a  1  per  cent,  solution 
of  boric  acid,  and  the  skin  wound,  conical  in  shape,  closed. 
The  growth  was  much  larger  than  an  adult's  head,  and  weighed 
six  pounds.  For  the  first  two  days  the  patient  was  much  col- 
lapsed and  cyanosed,  and  suffered  from  agonizing  cough  and 
obstinate  vomiting. 

A  long  drainage-tube  was  inserted  and  the  crucial-shaped 
wound  closed  with  silk  sutures.  Pus  escaped  from  the  tube 
for  eight  week-.  On  the  sixty-first  day  the  tube  was  removed 
and  the  wound  healed  up.  On  the  one  hundredth  day  the 
man  was  discharged  with  an  appropriate  pad  over  the  deep 
depression. 

Case  XXXIX. 

Konig's  fifth  case,  1893,  chondroma  cysticnm  (From 
Paget7  s  Surgery  of  the  Chest,  Case  Xo.  23,  p.  ISO). 

This  was  operated  on  in  1893.  A  man,  fifty-five  years 
of  ag:e.  Xoted  six  or  seven  years  before ;  gradual  in  its 
development;  for  the  last  year  rapid,  and  painful  on  cough- 
ing. The  growth  was  firm  and  hard,  but  fluctuating  over 
its  lower  aspect.  It  was  situated  below  the  right  nipple 
over  the  fourth  to  the  seventh  ribs.  It  was  a  cystic  chon- 
droma. The  fifth  and  sixth  ribs  were  resected  snbperios- 
teally.  The  pleura  was  opened.  The  lung  collapsed.  The 
wound  in  the  pleura  was  sutured  save  for  a  hole  for  drain- 
age. There  was  intense  Bhock.  Death  a  few  hours  after  the 
operation.  At  the  post-mortem  examination  half  a  pint  of 
blood  was  found  in  the  cavity.  There  were  chronic  degen- 
erative changes  in  the  heart  ami  the  lungs. 

Case  XL. 

Konig's   sixth    case,    1893,    chondroma    cysticnm    (From 
t'a  Surgery  <>f  th<  Chest,  p.  IT 
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A  man,  aged  twenty-nine  years,  in  good  general  health, 
had  for  ten  years  Doted  a  growth  on  his  right  side  in  front 
of  the  shoulder.  It  had  of  late  increased  rapidly.  Its  lower 
part  had  become  soft,  and  had  been  punctured  and  fluid  had 
been  drawn  off.  It  now  extended  from  the  second  rib  down 
to  the  nipple;  passed  forward  an  inch  beyond  the  middle  line 
and  backward  to  the  posterior  axillary  line.  It  was  nodular, 
hard  as  cartilage,  fluctuating  on  its  lower  aspects,  and  almost 
as  lanre  as  a  child's  head. 

o 

Operation  April  26,  1893  :  A  large  flap  was  raised,  including 
part  of  the  pectoral  muscle.  The  third  rib  was  cut  through 
and  the  growth  was  cleared  with  the  finger  and  raised.  It 
was  found  easier  thau  had  been  expected  to  strip  the  pleura 
off  it,  except  over  its  lower  posterior  aspect,  where  growth, 
pleura,  and  lung  were  all  adherent  together.  At  this  point  a 
piece  of  the  pleura  and  a  small  piece  of  the  lung  were  removed 
with  scissors.  Little  blood  was  lost;  pulse  and  breathing 
remained  good.  The  day  after  the  operation  he  had  a  good 
deal  of  dyspnoea;  some  suppuration  occurred;  he  made  a  good 
recovery.  The  growth  was  cartilaginous,  with  cystic  degen- 
eration. 

(This  case  is  found  in  Paget' s  text,  but  is  not  included  in 
his  tables.) 

Case  XLL 

Sheild's  case,  1894,  sarcoma  of  venter  of  the  scapula  and 
ribs  [Lancet,  London,  189-1,  p.  741). 

Boy,  aged  ten  years,  sent  to  Mr.  Sheild  by  Mr.  Little. 

One  of  seven  children,  three  of  whom  are  still  living.  Of 
the  four  dead,  one  died  of  tumor  on  the  brain,  one  from 
"  water  on  the  brain,"  one  was  born  dead,  and  one  seemed  to 
have  been  under  term  and  lived  only  one  week.  The  father  is 
living  and  healthy  ;  the  mother  is  also  a  fairly  healthy  woman. 
Xo  history  of  tuberculosis  in  any  branch  of  the  family. 

About  twelve  or  fifteen  months  ago  his  mother  noticed  a 
lump  in  the  right  arm-pit,  and  so  took  him  to  the  Royal  Free 
Hospital. 

When  seen  bv  Mr.  Sheild  there  was  found   in  the  axilla  a 
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rounded,  fixed  mass  the  size  of  an  orange,  pushing  up  the 
shoulder  and  obviously  compressing  the  axillary  nerves.  It 
was  exceedingly  difficult  to  make  out  whether  or  not  the  tumor 
moved  with  the  scapula,  hut  it  appeared  to  do  so  Blightly. 

The  skiu  over  the  tumor  was  not  inflamed  and  not  adherent. 
There  was  no  tenderness  except  on  firm  manipulation.  The 
measurements  of  t\\e  tumor,  taken  with  the  arm  abducted  as 
f:\v  ;is  it  would  go,  were  :  From  above  downward  two  and  one- 
half  inches,  and  from  before  backward  two  inches.  From  In 
front  there  appeared  to  be  marked  wasting  of  the  right  pec- 
toral muscles,  and  the  deltoid  was  likewise  much  wasted,  the 
head  of  the  right  humerus  and  the  acromion  being  much  more 
prominent.  The  right  shoulder  was  held  about  one  inch 
higher  than  the  left,  and  the  head  was  kept  slightly  bent  to 
the  right.  The  anterior  edge  of  the  trapezius  was  more  prom- 
inent than  the  left.  With  the  arms  held  to  the  side  the  tumor 
was  slightly  visible,  but  when  abducted  the  tumor  was  very 
evident.  From  behind  the  right  supra-spinatus  and  infra- 
spinatus muscles  were  considerably  atrophied,  and  the  tumor 
was  perfectly  evident  with  the  arm  hanging  by  tin4  side,  form- 
ing quite  a  bulge  along  the  axillary  border  of  the  scapula. 
There  was  well  marked  curvature  of  the  spine  in  the  d 
region,  the  convexity  being  to  the  left,  so  that  the  inferior 
angle  of  the  scapula  stood  out  prominently.  The  right  shoul- 
der measured  one  inch  more  than  the  left  in  circumference, 
but  the  arm  and  forearm  were  more  wasted  than  the  left. 
The  movements  of  the  right  shoulder  were  much  restricted. 

The  gravity  of  the  case  was  fully  explained  to  the  parents, 
who,  nevertheless,  desired  that  the  operation  be  performed. 
Accordingly  it  was  undertaken  by  Mr.  Shield  on  August 
loth.  The  A.  C.  E.  mixture  was  used.  An  incision  was 
first  made  into  the  axilla  to  define  the  limits  of  the  tumor. 
It  was  now  quite  evident  that  the  tumor  was  of  scapular 
origin,  but  the  finger  could  not  pass  between  the  growth  and 
thoracic  parietes  toward  the  apex  of  the  axilla.  On  moving 
the  arm  and  scapula  the  tumor  moved  slightly  also,  and  the 
opinion   was   formed — erroneously,  as  it   proved — that    if   the 
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scapula   was   removed   the   tumor  would  coiiic  away  with  it. 
leaving  the  thoracic  parietes  intact.     Accordingly  two  very 

free  incisions  were  made  posteriorly — one  from  the  sup 
to  the  inferior  angle  of  the  scapula,  the  other  almost  at  right 
angles  to  this.  The  muscles  at  the  vertebral  border  were 
divided  ;  next  those  at  the  superior  border  and  angle;  the 
acromion  was  divided  and  the  shoulder-joint  freely  opened. 
The  amount  of  blood  lost  was  quite  inconsiderable.  The  axil- 
lary border  was  next  attacked,  and,  as  the  bone  could  now  be 
separated  from  the  chest,  it  became  evident  that  the  subscapu- 
lars and  teres  muscles  no  longer  existed  as  such,  but  were 
incorporated  in  the  tumor  mass,  the  growth,  firm  and  fibrous, 
entirely  infiltrating  their  substance.  It  was  also  ascertained 
that  the  tumor  projected  markedly  toward  the  thorax  on  the 
upper  aspect  of  the  inner  axillary  wall,  and  the  intercostals 
and  serratus  magnus  were  implicated  in  the  growth.  Seeing 
the  hopeless  nature  of  the  case  if  abandoned,  an  attempt  was 
made  to  peel  away  the  intercostals  and  pleura  from  the  tumor, 
but  this  was  quite  impossible,  and  in  attempting  it  the  thoracic 
cavity  was  opened,  and  the  finger  could  plainly  feel  the  growth 
projecting  upward  against  the  ribs  and  lung,  though,  of  course, 
covered  by  the  firmly  adherent  pleura.  Under  such  desperate 
circumstances  the  parts  were  readjusted  and  the  wound  dressed 
antiseptically.  Obvious  pneumothorax  existed,  and  the  heart 
became  displaced,  but  there  were  no  signs  of  shock.  The  boy 
died  on  the  following  day. 

The  autopsy  showed  the  lung  collapsed,  with  pleura  non- 
adherent. The  first  and  second  ribs  were  firmly  incorporated 
with  the  tumor.  The  growth  appeared  to  have  originated 
in  the  subscapulars,  and,  though  it  apparently  sprang  from 
the  scapula,  this  was  really  not  the  case.  The  whole  sub- 
scapularis  was  practically  a  sarcoma,  and  the  growth  had  in 
like  manner  invaded  the  teres  and  serratus  magnus  and  the 
intercostals.  At  the  upper  limit  the  main  vessels  and  nerves 
passed  through  its  substance  and  were  incorporated  with  it. 
Mr.  Targett,  of  the  Royal  College  of  Surgeons,  of  England, 
further  examined  the  tumor  and  found  the  bone  full  of  it. 
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The  microscope  showed  :t  to  be  a  dense  spindle-celled 
coma,  approaching  to  fibroma  in  some  pari 

Case  KLII. 

Case  of  J.  L.  Faure,  1895,  sarcoma  (Revm  >'■  Chirurgie, 
May  1«),  1898,  p.  U)2.     QuSnu  and  Longuet's  arti< 

Man,  aged  sixty-one  (in  Quenu  and  L  tabic,  p.  I 

the  aire   is   given   as  twenty-one),    years  old.      Admitted   to 
Bicetre  in  1895. 

In  L885  he  suffered  a  fracture  of  the  rib  at  the  same  place. 
The  tumor  began  eighteen   months  ago.      Loss  of  flesh  and 
pressive  cachexia. 

On  the  right  side,  at  the  level  of  the  last  ribs  in  the  d< 
lateral   region,  at   10  cm.  distance  from  the  vertebral  column, 
was  a  tumor  the  size  of    the  fist,    elongated,  about    \'l  cm. 
in  diameter,  hard,  immobile,  and  difficult  of  limitation.     The 
skin  was  movable;  deep  attachments  evident. 

Operation  August  9,  1895,  under  chloroform.  The  tumor 
was  reached  as  soon  as  the  skin  was  incis*  d.  There  were  pro- 
longations on  all  sides  in  the  substance  of  the  sacro-lumbalis 
and  the  antero-lateral  muscles.  It  was  impossible  to  think 
of  raising  it  en  bloc.  It  was  extirpated  par  morceUem  nt. 
While  circumscribing  a  node  as  large  as  a  walnut,  projecting 
into  the  depths,  the  pleura  was  torn  for  about  -  cm.  at  the 
level  of  the  costo-diaphragmatic  cul-de-sac.  The  air  went  in 
and  out  of  the  wound.  This  rent  was  rapidly  obliterated  by 
a  whip-stitch  of  catgut.  The  hemorrhage  was  considerable, 
blood  flowing  from  all  sides,  perceptibly  weakening  the 
patient.  Although  some  masses  of  tumor  still  remained,  the 
wound  was  tamponed  with  iodoform  gauze  and  sutured. 

In  spite  of  a  deplorable  general  condition,  after  some  days 
of  extreme  debility,  the  patient  got  better.  The  wound  granu- 
lated and  gradually  contracted.  The  appetite  returned  after 
some  time,  and  the  patient  got  up. 

A  /'  1<)///.  The  wound  is  nearly  healed,  and  the 
general  condition  relatively  good,  although  it  is  evident  that 
the  tumor  continues  it-  -volution. 
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Case  KLIII. 

Karewski's  case,  arooma.     s<,<-.  med.]  Berlin,  Janu- 

ary 29, 1896  (quoted  byQuenu  and  Longuet.)    Deut&cht 
Woch.,  1896,  No.  14  (quoted  by  Gerulanos.) 

Qnenu  and  Longuet  tabulate  this  among  operations  of  the 
fir>t  class  in  which  the  pleura  was  not  opened.  They  remark 
that  there  were  two  extirpations,  but  only  mention  of  the 
second  operation  that  three  ribs  were  resected.  They  give  the 
date  of  operation-as  1895,  which  evidently  refers  to  the  first 
operation,  although  no  particulars  of  this  are  given.  The 
patient  was  a  man,  but  the  age  is  not  given. 

This  is  undoubtedly  the  same  case  as  that  found  in  the  table 
of  Gerulanos,  who  classes  it  under  the  head  of  intrapleural  or 
penetrating  operations.  He  gives  the  date  as  1896,  and  is 
evidently  describing  the  second  operation. 

The  patient  was  a  man,  aged  thirty-six  years,  who  had 
three  walnut-sized  tumors  (sarcomas),  situated  in  the  axillary 
line  of  the  right  side.  The  sixth,  seventh,  and  eighth  ribs 
were  resected  with  a  piece  of  the  pleura  corresponding. 
When  the  pleura  was  opened  there  was  great  paleness,  and 
the  pulse  became  imperceptible.  The  man,  however,  recov- 
ered. Gerulanos  says  nothing  of  the  final  result,  but  Quenu 
and  Longuet  add  a  note  to  the  effect  that  death  took  place 
with  metastasis  in  the  neck. 

As  I  have  been  unable  to  consult  the  original  (Karewski, 
Deutsche  med.  Woeh.,  1896,  No.  14),  I  have  thus  compared 
the  data  derived  from  these  secondary  sources  and  classed  the 
case  in  the  second  group,  the  penetrating  or  intrapleural  opera- 
tions. 

Case  XLIV. 

Quenu' a  case,  1895,  chondroma  (Revue  de  Chirurgie,  May 
10,  1898,  xv.  p.  396). 

Man,  aged  forty-nine  years.  The  tumor  was  situated  on 
the  left  side  and  extended  from  the  fifth  to  the  ninth  rib,  and 
from  the  left  parasternal  line  to  the  posterior  axillary  line. 
The    tumor  had    grown   slowly    for    ten    years,  then   quite 
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brusquely,  with  pains.  In  the  operation  the  fourth,  fifth, 
and  sixth  ribs  were  cut  through,  first  in  front  of,  then 
behind,  the  tumor,  and  the  tumor  removed  with  the  ribs. 
There  were  two  wounds  of  the  pleura.  There  was  at  once 
cyanosis, apnoea, asphyxia, and  fall  of  the  pulse.  The  opera- 
tion had  to  be  finished  very  hurriedly.  The  respiration  be- 
came  regular  again  only  after  obturation  of  the  wound. 
Death  occurred  on  the  fourth  day  of  dyspnoea  and  collapse. 

Quenu,  in  this  ease  (loc.  clt,  p.  382),  tried  the  effect  of 
artificial  respiration,  but  without  much  effect,  the  conditions 
improving  only  after  the  suturing  of  the  skin  prevented  any 
further  access  of  air  to  the  pleura.  The  patient  never  recov- 
ered from  the  collapse. 

Case  XLV. 

Dennis's  case,  1896,  sarcoma  (Park's  Surgery  by  American 
Authors,  1896,  vol.  ii.;  article  by  Dennis,  p.  293). 

"  The  writer  has  recently  operated  on  a  case  of  sarcoma 
which  was  situated  upon  the  axillary  aspect  of  the  chest. 
The  patient  was  fifteen  years  of  age,  and  was  struck  over  the 
site  of  the  tumor  by  a  base-ball.  Three  months  later  a  well- 
defined,  hard  tumor  was  present,  with  firm  adhesion  to  the 
rib.  The  tumor  was  removed,  together  with  rib  to  which  it 
was  attached,  and  also  the  underlying  pleura,  which  was  also 
involved.    The  lung  itself  was  not  implicated  in  the  growth." 

The  illustration  (Fig.  128,  p.  292,  loc.  cit.)  shows  a  tumor 
lying  obliquely  across  the  right  side  of  the  chest,  running  ap- 
parently from  the  parasternal  line  near  the  junction  of  the  ensi- 
form  cartilage  with  the  second  piece  of  the  sternum,  upward 
to  the  axillary  line  to  a  point  above  the  nipple.  Although 
it  is  stated  in  the  above  brief  reference  that  the  pleura  was 
opened,  nothing  is  said  regarding  the  occurrence  of  pneumo- 
thorax, and  no  mention  is  made  of  the  result,  either  imme- 
diate or  remote.  It  is  to  be  presumed,  however,  that  the 
boy  recovered,  as  the  case  seemed  to  he  a  perfectly  Bimple 

one  in  a  young  and  healthy  boy.  1  have  been  unable  to  find 
any  published  account  elsewhere. 
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Cash  XLVI. 
Bayer's  case,  1896,  osteosarcoma  (QerdrdtbL  /.  Qhir.y  1897, 

The  ca.se  was  that  of  a  boy,  aged  thirteen  years,  who  had 
a  sarcoma  of  the  right  thoracic  wall.  The  tumor  proceeded 
from  the  eighth  rib,  and  was  the  size  of  a  child's  head. 
A  musculocutaneous  flap,  with  the  convexity  downward,  was 
raised  from  the  tumor.  After  separation  of  the  insertion  of 
the  cartilage  of  the  diseased  rib  the  dissection  of  the  tumor 
from  the  parietal  pleura  went  on  nicely  for  some  space,  until 
a  place  was  reached  where  the  pleura  was  adherent.  Here  it 
suddenly  tore.  The  tear  was  tamponed,  and  the  loosening  of 
the  pleura  proceeded  with  further.  There  was  another  tear 
and  collapse.  The  operation  had  to  be  discontinued,  and  rapid 
suture  of  a  great  tear  in  the  pleura  was  done.  The  half  of 
the  tumor  already  dissected  was  dragged  out  and  a  tampon  of 
iodoform  gauze  was  put  into  the  wound,  which  was  left  open. 
The  patient  recovered  rapidly,  and  was  well  enough  to  be 
brought  again  into  the  operating-room  three  days  later — on 
November  3d.  At  the  second  operation  it  was  shown  that 
the  tumor  reached  inward  and  upward  nearly  to  the  vertebral 
column,  and  during  the  peeling  away  of  this  part  of  the  tumor 
the  pleura  was  widely  torn  again.  He  saw  the  lung  com- 
pletely collapse  and  sink  back  into  the  cavity.  The  patient 
seemed  to  sink.  Bayer  quickly  drew  the  superior  lobe  of 
the  lung  up  with  the  forceps  out  of  the  cavity  of  the  thorax 
through  the  broad  split  in  the  pleura  and  fastened  its  under 
edge  by  means  of  stitches,  separated  about  3  cm.  from  each 
other  to  the  periosteum  of  the  sixth  rib  bounding  the  pleural 
tear  above.  At  onoe  the  patient  recovered  himself,  and  the 
upper  part  of  the  lung  was  seen  breathing  regularly.  The 
under  lobe  remained  collapsed  ;  so  Bayer  determined  to  leave 
the  opening  which  remained  after  the  previous  operation,  and 
which  was  still  packed  with  the  gauze  put  in  at  that  time,  in 
order  to  use  it  as  a  drainage  opening  and  to  avoid  the  gather- 
ing of  secretions  in  the  pleural  sac.    The  course  subsequently 
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was  quite  -in  >oth.  There  was  some  dyspnoea  in  the  first  few 
days,  and  the  dressing  had  to  be  changed  on  account  of  Boak- 
ing.  He  had,  as  a  matter  of  precaution,  not  Bewed  the  great 
wound,    but,    after   packing  the  lower    pleural   opening,    had 

merely  laid  iodoform  gauze  over  the  upper  part  and  dropped 
the  flap  over  that.  The  lung  iu  its  upper  part — that  is.  behind 
the  whole  extent  of  the  flap — was  functioning  beautifully,  and 
had  he  been  able  to  fix  the  lower  lobe  also  there  would  probably 
have  been  accomplished  a  rapid  expansion  of  that  lobe  also,  and 
there  would  have  been  do  dyspnoea  at  all.  The  suture  caused 
no  trouble  in  the  lung  itself.  As  he  wrote,  on  November  30, 
1896,  the  wound  was  completely  healed,  the  flap  being  drawn 
in  considerably  into  the  defect.  [Bayer  thinks  this  plan  of 
fixing  the  lung  to  the  thoracic  wall  is  certainly  a  very  simple 
procedure,  calculated  to  permit  this  important  organ  to  resume 
its  function  quickly,  and  I  can  quite  agree  with  him,  as  it  was 
quite  effective  in  my  own  case,  and  did  absolutely  no  harm. 
I  do  not  think  it  necessary,  however,  to  attempt  to  fix  every 
part  of  the  lung.  All  that  is  required  is  to  sew  the  lung  into 
the  opening  in  such  a  way  as  to  obturate  completely  the  pleural 
cavity.    The  whole  lung  will  gradually  expand.] 

Case  XLVII. 

Thompson's  case  (Reported  by  Davidson,  1896,  sarcoma, 
Texas  Medical  Journal,  Austin,  1896-1897,  xii.  415). 

Airs.  L.  W.,  aged  forty-five  years,  married,  admitted  to 
John  Seely  Hospital,  Galveston,  February  14,  1896.  No 
history  of  any  tumor-growth  in  family.  She  has  had  six 
children,  the  eldest  being  twenty,  the  youngest  six.  Patient's 
health  has  always  been  good.  Gives  no  history  of  syphilis, 
gout,  rheumatism,  or  any  constitutional  taint;  habits  have 
been  good  and  she  has  led  an  active  life. 

One  year  ago  last  August  a  small  subcutaneous  nodule 
about  the  size  of  the  end  of  one's  finger  was  noticed  two 

inches  below  and  a  little  to  the  right  of  the  left  nipple. 
Felt  more  like  cartilage  than  anything  eta  ,  N  i  dimpling 
of  skin;  no  pain.      It  increased  in  Bize,  becomiug  more  and 

S  Surg  20 
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more   rapid  afl  it  grew  older.      In  January,  1895,  it   was  the 
;*  a  large  pecan,  and   last  summer  (August),  that  of  a 

hen"-  egg.  From  this  time  on  the  tumor  grew  fast,  ami 
became  painful.  The  pain  was  of  a  deep,  boring  nature; 
there  was  occasionally  a  prickling  sensation  toward  its  ster- 
nal end.  The  pain  was  constant,  growing  more  interns  .  a  • 
that  for  the  last  month  the  patient  had  been  kept  awake  at 
night. 

Fairly  well  nourished.  No  digestive  disturbance  since 
tumor  appeared.  Xo  axillary  enlargement.  Has  fallen  off 
about  ten  pounds  in  the  last  few  months.  Lungs  and  heart 
normal.  Examination  of  urine  negative.  Inspection  reveals 
a  tumor  about  the  size  of  one's  fist  on  the  left  side  of  the 
chest,  having  a  nodular  appearance.  It  occupies  the  sternal 
portion  of  the  fourth,  fifth,  sixth,  and  seventh  ribs,  and  their 
costal  cartilages.  The  bulk  of  the  tumor  is  below  and  to  the 
inner  side  of  the  nipple.  The  mass  is  hard  and  firmly  ad- 
herent to  the  ribs.  In  moving  the  tumor  the  ribs  move  with 
it,  just  as  if  they  were  part  of  it.  No  points  of  fluctuation. 
Indistinct  outline  at  edges.  The  skin  is  not  adherent  to  the 
growth.     No  tenderness  complained  of  upon  palpation. 

Diagnosis  :  Tumor  hard,  growing  from  cartilage ;  chon- 
drosarcoma. 

Operation  :  Prof.  J.  E.  Thompson  did  the  operation,  9 
a.m.,  February  17th.  An  incision  was  made  through  the 
skin,  beginning  at  the  lower  border  of  the  sternal  articulation 
of  the  third  rib  and  extended  in  a  semi-lunar  direction  down- 
ward and  outward  to  the  upper  border  of  the  sixth  rib  ;  thence 
outward  and  upward  to  a  point  to  the  left  of  the  nipple.  Im- 
mediately below  the  skin  the  tumor  appeared,  free  from  breast 
tissue.  A  few  bloodvessels  were  clamped  and  the  flap  retracted, 
carrying  with  it  the  mammary  gland.  To  the  left  of  the  tumor 
the  third  and  fourth  ribs  were  exposed  and  freed  from  their 
periosteum,  and  then  cut  directly  through  with  bone  forceps. 
These  two  ribs  were  again  cut  about  three-quarters  to  one  inch 
more  to  the  median  line,  thus  allowing  a  small  piece  of  these 
ribs  and  the  parietal  pleura  to  be  removed.     Now  the  lung 
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was  exposed,  but  not  yet  collapsed.  The  index  and  middle 
fingers  were  then  passed  into  the  pleural  cavity  and  used  as 
directors,  and  with  a  stout  pair  of  curved  scissors  the  cartil- 
aginous portion  of  the  third  rib  was  cut  Loose,  then  tin 
nal  attachments  of  the  fourth  and  fifth  ribs,  and,  finally,  the 
cartilage  of  the  sixtli  rib  severed.  The  pleura  was  included. 
Thus  a  hole  about  three  inches  in  diameter  was  made;  the  lung 
3eeu  expanding  under  our  eyes,  the  heart  beating  very 
slowly  from  the  chloroform  anaesthesia.  The  lung  became 
more  and  more  collapsed  from  exposure.  Some  bleeding 
from  the  intercostals  and  internal  mammary.  Bleeding 
stopped  by  pressure.  The  skin-flap  was  brought  together 
with  interrupted  sutures  of  catgut.  A  plug  of  iodoform  gauze 
was  allowed  to  protrude  through  the  outer  part  of  the  in 
for  drainage.  Iodoform  powder  was  dusted  along  the  line  of 
suture,  a  small  strip  of  gauze  and  sterile  cotton  applied  and 
held  in  place  by  a  many-tailed  bandage.  Operation  finished 
at  10.15  A.M.  The  pulse  continued  weak  awhile  after  the 
operation,  but  the  patient  improved  and  gradually  recovered, 
the  wound  healing  by  first  intention.  The  gauze  had  been 
removed  on  the  third  day. 

The  tumor  on  examination  was  firm,  cutting  with  resist- 
ance. A  microscopical  examination  shows  the  structure  of 
large  spindle  cells  arranged  in  alveoli  with  considerable  cartil- 
age in  the  hyaline  matrix  ;  the  giant  cells  scattered  here  and 
there  in  groups. 

Contrary  to  expectation,  the  growth  recurred.  The  patient 
returned  to  the  hospital  in  July  for  further  treatment.  The 
neoplasm  had  recurred  practically  all  around  the  line  of  the 
previous  incision,  involving  the  axillary  space  from  the 
fourth  to  the  sixth  ribs.  Prof.  William  Keiller  operated. 
The  patient  left  two  weeks  afterward.  There  was  some  ten- 
derness and  thickening  over  the  third  rib.  The  growth  had 
returned  and  was  growing  rapidly,  but  W&S  not  associated  as 
yet  with  much  pain. 
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Case  XLVIII. 

Doyen's  case,  sarcoma,  year  not  stated  (Quena  and  Lon- 
guet's  article,  Revue  de  Ckirurgie}  May  10,  1898,  p.  399). 

In  the  table  of  eases  it  is  stated  only  that  the  patient  was 
a  child  and  that  the  thorax  was  resected  with  adjacent  pleura, 
giving  rise  to  dyspnceic  accidents.  But  the  following  is  trans- 
lated from  Quenu  and  Longuet's  paper,  p.  383  : 

"  We  have  observed,"  says  Doyen,  "  one  of  these  sudden 
syncopes  upon  opening  the  pleura,  in  the  case  of  a  youug  girl 
from  whom  we  were  extracting  a  wide  sarcoma  of  the  thoracic 
wall,  which  adhered  to  the  ribs  and  reached  to  the  parietal 
pleura.  The  diagnosis  of  a  malignant  tumor  involving  the 
pleura  having  been  previously  made,  we  spared  intentionally, 
in  dissecting  out  the  tumor,  enough  flap  to  close  the  pleural 
orifice.  The  child  suffocated  as  soon  as  the  air  entered  the 
pleural  cavity.  The  lung  totally  collapsed;  a  few  efforts  at 
coughing  uselessly  distended  it,  at  the  expense  of  the  air  still 
contained  in  the  opposite  lung.  Another  expiration,  and 
death  was  imminent.  With  four  strokes  of  the  scissors  a 
quadrilateral  piece  of  the  thoracic  wall  was  removed,  the  skin 
flap  was  pulled  over  the  gaping  pleural  opening,  and  the  lips 
of  the  incision  drawn  together  with  forceps,  aided  by  elastic 
pressure.  Thereupon  respiratory  efforts  became  efficacious 
again.  A  few  moments  later  the  lips,  up  to  this  time  pale 
and  purple,  resumed  a  pinkish  tint,  and  the  pulse  became 
satisfactory.  .  .  .  In  a  few  hours  the  little  patient  had 
recovered  from  this  really  thrilling  operation.  We  have  like- 
wise observed  grave  dyspnceic  symptoms  in  several  operations 
on  pulmonary  cavities  or  hydatid  cysts  of  the  lung  and  of  the 

pleura." 

Case  XLIX. 

Helferich's  last  case,  1897,  sarcoma  (Reported  by  Geru- 
lanos  in  Deutsch.  Zeitsch.  f.  Chir.,  October,  1898,  xlix.  p. 
498). 

W.  W.,  aged  fifteen  years,  laborer,  from  Schlemmin,  was 
admitted   into  Helferich's   clinic  April   6,    1897.      Parents 


/••    W.  r  Ml  II  AM.  309 

living  and  healthy.  One  brother  died  of  diphtheria.  No 
hereditary  history.  A- a  child  had  measles  and  diphtheria, 
otherwise  has  been  healthy.  In  the  summer  of  1896  he 
received  a  heavy  blow  on  his  right  Bide,  in  the  region  of  the 
breast.  With  the  exception  of  transient  pain-  he  had  little 
trouble  from  this,  and  was  able  to  go  on  with  his  work. 
After  some  week-,  however,  he  began  to  have  stitch-pains 
on  the  same  spot,  which  gradually  increased  in  intensity,  so 
that  he  was  forced  soon  to  give  up  his  work  and  apply  to  the 
clinic  for  relief. 

Condition  on  admission  :  Patient  is  of  small  stature,  grace- 
fully formed,  of  weak  musculature  and  anaemic  mucous  mem- 
branes; otherwise  not  of  sickly  appearance.  There  exists 
disposition  to  cough;  trace  of  mucous  expectoration;  no 
dyspnoea.  Respirations  22  per  minute.  No  pains  on  breath- 
ing, but  some  while  at  work.  Thorax  is  weakly  built.  The 
supraclavicular  and  infraclavicular  fossa?  appear  on  the  two 
sides  alike,  but  there  exists  on  the  right  of  the  mammillary 
line  up  to  the  posterior  axillary  line,  from  the  third  to  the 
seventh  rib,  a  flattened  swelling,  which  is  covered  by  unal- 
tered skin.  At  this  place  the  ribs  cannot  be  felt.  There  is  a 
slight  left  skoliosis.  There  is  diminished  respiratory  move- 
ment on  the  right.  Percussion  is  painful  over  the  swelling. 
There  is  a  dull  area  over  the  region  of  the  swelling,  with 
difficulty  differentiated  from  the  liver  dulness.  Over  the 
swelling  there  is  heaving  respiration  and  pectoral  fremitus. 
There  are  no  heart  disturbances,  and  the  pulse  is  regular 
an  1  about  90  to  100  per  minute.  Abdominal  organs  normal, 
urine  shows  nothing  abnormal. 

The  differential  diagnosis  wag  difficult  between  encapsulated 
blood  extravasation  in  the  pleura,  chronic  dis  sase  of  the  ribs, 
and  a  tumor  of  the  chest-wall. 

The  following  operation  was  carried  out  on  April  7,  1  - 

An  incision  was  made  along  th  \  sixth  rib  corresponding  to 

the  prominence  of  the  swelling.     At  the  outer  end  of  the 

wound  the  rib  is  aim  tst  substituted  by  easily  bleeding  granu- 

ThlS  rib  was  cut  off   through  sound  bone.      Toward 
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the  middle  line  the  rib  cannot  be  found,  hut  instead  only 

Q-dowa    tumor   masses.     More   deeply   is   a    fist- 
cavity,  filled  with  a  pulpy  muss  of  broken-down  tissue  mixed 
with  blood.    The  bleeding  continuing,  the  hole  was  tamponed 
ami  a  bandage  applied.    The  microscopical  examination  could 
not  make  out  sarcoma,  but  rather  pointed  toward  a  car: 
the  rib.    The  subsequent  course  was  quite  smooth,  and  Beem    1 
to  justify  the  expectation  of  ultimate  recovery.      The 
general  condition  improved,  and  he  gained  steadily  in  weight. 
Only  toward  the  end  of  May  was  there  any  change  for  the 
worse. 

June  Sth.  Patient  looks  pale,  almost  cachectic.  Tempera- 
ture normal,  pulse  weak,  70  per  minute.  The  cicatrix  shows 
in  several  places  small  tumor  masses,  and  is  cedematous.  In 
the  middle  of  this  cicatrix  is  an  opening  about  the  size  of  a 
thaler  piece,  surrounded  by  shiny,  broken-down  granulations. 
This  opening  leads  into  a  cavity  about  12  cm.  deep,  rilled  with 
soft  masses.  The  whole  region  of  the  cicatrix  is  distinctly 
bulging.  This  bulging  reaches  from  the  parasternal  line  in 
front  to  the  scapula  behind,  and  from  the  fourth  rib  above  to 
the  eighth  below.  Percussion  shows  dulness  from  the  mam- 
mary line  at  the  fourth  rib  obliquely  upward  to  the  spine 
of  the  scapula,  posteriorly;  this  area  merges  below  with  the 
liver  dulness,  toward  the  median  side  above  reaches  the  para- 
sternal line,  and  below  corresponds  with  the  heart  dulness. 
Behind  it  reaches  to  the  inner  edge  of  the  scapula  below. 
The  auscultatory  sigms  are  changed  materiallv  onlv  in  the 
region  of  the  bulging. 

There  seemed  now  no  doubt  as  to  the  presence  of  a  sarcoma 
of  the  thoracic  wall,  and  so  operation  was  determined  on. 

This  was  carried  out  by  Prof.  Helferich  on  June  9,  1897, 
under  chloroform.  The  old  cicatrix  was  first  surrounded  by 
an  elliptical  incision  carried  through  the  sound  tissues.  From 
each  end  of  this  ellipse  an  incision  was  made,  one  forward  to 
the  cartilaginous  part  of  the  rib  (sixth),  the  other  backward 
to  the  scapula.  The  length  of  the  incision  was  about  25  em. 
A  second  incision  was  made  parallel  to  the  right  edge  of  the 
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sternum,  about  two  finger-breadths  from  it.  This  was  10  cm. 
in  length,  and  reached  from  the  third  to  the  Beventh  ribs. 
The  flaps  were  dissected,  one  upward,  the  other  downward. 
The  inferior  inner  angle  of  this  immense  wound  showed  the 
seventh  rib,  which  was  I  to  the  extent  of  about  8  cm. 

The  pleura]  cavity  was  opened  here  about  three  finger- 
breadths  below  and  internally  to  the  former  cicatrix.  The 
visceral  and  parietal  pleurae  wen;  not  adherent.  The  finger 
introduced  into  t\\v  cavity  came  directly  into  contact  with  the 
dome  of  the  diaphragm  below  and  with  the  mediastinal  wall 
internally.  The  tumor  was  found  to  fill  t\u-  chest  cavity  at 
this  point,  so  that  apparently  only  a  small  quantity  of  lung 
tissue  remained.  The  attempt  was  now  made  to  lay  bare  the 
upper  part  of  the  tumor  and  to  explore  it.  With  this  object 
in  view  the  third  rib  was  resected  from  its  cartilage  to  the 
scapula,  about  12  cm.  in  length,  and  the  pleura  was  again 
opened.  The  finger  could  now  feel  that  the  upper  surface  of 
the  tumor  was,  like  the  lower,  smooth  and  free  from  adhe- 
sions. The  tumor  appeared  likewise  here  to  be  non-adherent 
to  the  mediastinum.  It  reached  from  the  sternum  to  the 
vertebral  column,  and  seemed  attached  to  the  chest-wall  over 
a  large  area.  The  upper  lobe  of  the  lung  was  free,  but  the 
middle  and  lower  could  not  be  felt.  The  whole  spice  seemed 
occupied  by  the  tumor.  The  space  behind  the  cartilages  was 
free,  so  that  the  finger  introduced  from  above1  ooul  1  be 
brought  into  contact  with  the  one  carried  through  the  lower 
opening.  A  piece  of  gauze  was  now  passed  through  this  canal, 
and  upon  it  the  insertions  of  the  fourth,  fifth,  and  sixth  ribs 
were  cut  through  with  the  bone  shears,  together  with  the 
overlving  soft  parts.  The  internal  mammary  artery  was  not 
injured,  but  four  intercostal  arteries  had  to  be  first  compr 
and  then  treated  by  suture  ligature. 

Now  the  chest-wall  from  the  third  to  tin1  seventh  ribs  could 
be  drawn  outward  from  the  sternum,  so  thai  the  intrapleural 
relations  could  be  more  accurately  examined.  The  tumor, 
which  was  of  the  size  of  a  child's  head,  was  firmly  adherent 
to   the   lateral    wall  of  the  chest,  and    had    incorporated   with 
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itself   the   whole   middle  and   inferior  lobes  of  the  long;  the 
upper  lobe  was  free  and  not  adherent  to  the  tumor. 

Since  the  tumor  had  not  advanced  toward  the  mediastinum, 
indeed  seemed  to  be  Beparated  from  it  by  normal  long  tissue, 
and  since,  between  the  tumor  and  the  dome  of  the  diaphragm 
only  loose  adhesions  were  found,  it  was  thought  that  a  radical 
extirpation  of  the  tumor  was  possible,  provided  that  a  sepa- 
ration of  the  lung  at  its  root  could  be  accomplished.  After 
partly  sharp,  partly  blunt,  separation  of  the  bronchus  and  of 
the  vessels  of  the  upper  lobe,  which  was  done  without  great 
difficulty,  two  large,  strong  forceps  were  put  on  the  root  of 
the  lung.  No  unusual  disturbances  of  the  heart  or  respira- 
tion were  observed  ;  so  the  strength  of  the  patient  being  well 
maintained,  the  operation  was  proceeded  with.  The  root  of 
the  lung  was  now  ligatured  with  a  catgut  ligature  passed 
through  by  means  of  a  round  needle.  The  lung  tissue,  also, 
in  so  far  as  it  was  connected  with  the  upper  lobe,  was  ligated 
with  the  assistance  of  a  threaded  needle  and  cut  off.  There 
was  no  bleeding.  The  ligation  of  the  bloodvessels  and  bronchi 
of  the  severed  root  offered  no  special  difficulty.  A  part  of 
the  lung  tissue  which  remained  hanging  to  the  stump  was 
so  utilized  that  the  root  stump  was  completely  covered  over 
with  the  serous  layer.  The  tumor  being  freed  from  the  medi- 
astinum, and  the  adhesions  with  the  upper  lobe  and  with  the 
diaphragm  separated,  the  mass  was  now  connected  only  with 
the  chest-wall.  The  attachments  of  the  tumor  had  required 
the  removal  of  the  thoracic  wall  from  the  level  of  the  third 
rib  down  to  the  insertions  of  the  diaphragm  and  back  as  far 
as  the  vertebral  column.  For  the  separation  of  this  vast  mass 
Helferich  used  the  bow-saw  with  great  advantage,  doing  the 
work  expeditiously  and  with  very  little  blood  loss.  The  route 
of  the  saw  was  as  follows  :  Above,  through  the  third  rib,  the 
tissues  of  the  third  intercostal  space,  the  musculature  of  the 
back,  and  the  scapula  horizontally  under  the  spine;  below, 
the  saw-line  extended  from  the  insertion  of  the  seventh  rib  in 
front  to  the  junction  of  the  eleventh  rib  with  the  vertebral 
column   behind,  thus  cutting  through  obliquely  the  seventh, 
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eighth,  ninth,  and  tenth  ribs,  with  the  corresponding  inter- 
costal spaces.  The  bleeding  was  easily  controlled  by  com- 
pression and  suture  ligature  of  the  severed  intercostal  arteries. 

The  tumor  was  now  attached  only  to  the  Lung  and  to  the  ver- 
tebral column  behind.     The  tumor  being  lifted  and  forcibly 

bent  backward,  the  ribs  were  broken  through  at  their  necks, 
and  the  separation  was  completed  with  the  bone  shears  and 
scissors.  There  now  remained  only  a  small  part  of  the  chest- 
wall  attached  to  the  completely  collapsed  upper  lobe  of  the 
lung  above  and  the  abdominal  part  of  the  rib-wall  below. 
The  right  half  of  the  diaphragm  and  the  right  wall  of  the 
mediastinum  were  now  in  full  view.  The  skin  had  retracted 
so  far  and  the  surface  was  so  uneven  that  it  was  impossible 
to  cover  over  the  vast  wound.  It  was  therefore  packed  with 
warm  gauze  and  a  dressing  applied. 

The  operation  had  lasted  one  and  one-half  hours.  Neither 
when  the  pleural  cavity  was  opened  nor  when  the  root  of  the 
lung  was  compressed  were  there  any  threatening  signs,  but 
the  duration  of  the  operation,  the  severe  operative  attack,  the 
not  inconsiderable  blood-loss,  and  the  marked  chilling  of  the 
surface  had  brought  about  a  degree  of  general  collapse  that 
required  prompt  attention.  The  face  and  mucous  membranes 
were  pale  and  somewhat  livid,  the  pulse  scarcely  perceptible, 
accelerated,  but  regular,  breathing  superficial  and  rapid. 
Camphor  injections  subcutaneously  and  a  litre  of  salt  solu- 
tion were  given  and  warm  packs  applied.  A  few  hours  later 
the  condition  had  much  improved,  the  extremities  being  warm, 
the  color  much  better,  the  pulse  easily  felt  at  140,  and  con- 
sciousness had  returned.  Later  he  was  still  better,  and  the 
collapse  seemed  overcome,  though  he  was  still  extremely 
weak.  He  took  nourishment  and  expressed  himself  as  feel- 
ing better.  At  six  o'clock,  June  11th,  he  seemed  weaker,  and 
the  pulse  could  not  be  felt,  the  heart  beating  160  per  minute. 
Death  followed  gradually,  and  without  special  phenomena,  at 
7   A.M. 

The  autopsy  showed  marked  ansemia  <>f  all  organs.    There 

was  no  infection  of   the  wound  and  no  sign  of  after-bleeding. 
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The  left  Lang  Bhowed  do  change,  and  the  heart  was  Likewise 
found  in  a  healthy  condition.  There  was  nothing  abnormal 
in  the  abdomen,  and  nowhere  was  any  metastasis  to  be  dis- 
covered. 

The  tumor  weighed  2130  grammes  (about  seventy-five 
ounces,  or  a  little  over  four  and  one-half  pounds).  The 
measurements  were:  Height,  15  em.;  antero-posterior  diam- 
eter, 16  cm.;  distance  from  the  outer  aspect  to  the  root  of 
the  lung,  15  cm.  Seven  ribs  were  found  incorporated  in  the 
tumor,  namely,  the  fourth,  fifth,  sixth,  seventh,  eighth,  ninth, 
and  tenth.  In  addition  to  these  the  third  had  been  resected 
as  one  of  the  first  steps  of  the  operation,  in  order  to  get  at 
the  pleural  cavity  from  above.  The  lengths  of  the  various 
ribs -resected  were  as  follows:  Third,  27  cm.;  fourth,  fifth, 
sixth,  and  seventh,  26-28  cm.;  eighth,  19  cm.;  ninth,  15  cm.; 
tenth,  9  cm.  The  fourth,  fifth,  and  sixth  were  resected  from 
their  necks  behind  to  their  cartilages  in  front.  The  accom- 
panying cuts  give  a  very  good  idea  of  the  size  and  relations 

of  the  tumor. 

Case  L. 

Parham's  first  case,  1897;  sarcoma. 

L.  B.,  aged  twenty-seven  years,  colored,  native  of  Louis- 
iana ;  she  has  lived  in  New  Orleans  three  years. 

Family  history  good,  personal  history  excellent.  She  was 
admitted  to  ward  36  of  the  Charity  Hospital  on  February  16, 
1897.  She  had  noticed  a  swelling  in  the  region  of  the  right 
breast  the  previous  summer.  This  grew  rapidly.  Xo  further 
history  could  be  obtained. 

On  admission  a  large,  hard  tumor,  ovoid  in  shape,  was 
found  situated  on  the  right  side  of  the  chest,  apparently  in 
the  mammary  gland.  It  was  immovably  fixed  on  the  ribs, 
the  whole  chest  moving  when  the  tumor  was  grasped  and 
forcibly  manipulated.    A  diagnosis  of  osteosarcoma  was  made. 

I  did  the  operation  February  22,  1897.  The  incision  was 
a  curvilinear  cut  transversely  across  the  chest  under  the  im- 
mense pendulous  mammary  gland.  The  muscles  were  cut 
transversely  also.      Nothing  noteworthy  occurred   until   the 
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resection  of  the  ribs,  to  free  the  tumor,  was  attempted. 
eral  tears  in  the  pleura  now  occurred  while  it  was  being  sepa- 
rated from  the  growth,  the  pnenmothorax  being  temporarily 

controlled  by  gauze  tamponade.  The  pleura  was  rapidly 
separated  from  the  tumor  by  pushing  it  away  with  the  four 
fingers;  but  notwithstanding  most  careful  manipulation,  when 
the  tumor  was  removed  a  rent  in  the  pleura  was  found,  five 

inches  long,  through  which  the  whole  hand  could  easily  be 
thrust  in.  The  air  rushed  in  and  collapsed  the  lung  com- 
pletely. It  could  be  -ecu  at  the  bottom  of  the  cavity,  against 
the  vertebral  column  and  mediastinum,  making,  it  is  true, 
feeble  efforts  to  do  its  share  of  work,  but  it  was  practically 
eliminated  from  the  labor  of  respiration.  The  condition  for 
a  time  was  extremely  grave,  and  death  on  the  table  seemed  im- 
minent, the  pulse  failing  to  the  point  of  almost  total  disappear- 
ance. While  my  assistants  administered  strychnine  and  digi- 
talis hypodermatically,  and  attempted  by  artificial  respiration 
to  arouse  the  respiratory  functions  and  the  failing  pulse,  I 
tried  to  suture  the  rent  in  the  pleura,  but  unsuccessfully,  the 
stitches  invariably  tearing  through  when  tied.  The  move- 
ments of  the  diaphragm  and  frequent  coughing  Bpells,  during 
which  the  lung  was  violently  blown  out  through  the  opening, 
made  this  an  impossible  undertaking.  Realizing  that  this 
could  not  be  done,  I  brought  down  the  ragged  pectoral 
muscle,  placed  it  over  the  pleural  rent,  and  sutured  it  there. 
When  this  was  done  her  breathing  improved,  and  she  began 
to  revive.  The  operation  was  completed  by  suturing 
of  the  skin  flap,  leaving  a  large  opening  for  drainage  at  the 
posterior  aspect  of  the  wound,  which  was  packed  with  gauze. 
The  mammary  gland  was  not  removed,  as  she  had  made  a 
specific  stipulation  that  it  should  be  left.  In  the  operation 
the  third,  fourth,  and  fifth  ribs  were  resected,  about  five 
inches  of  each  being  taken  awav.  The  tumor  Bprang  from 
the  fourth  rib,  and  involved  the  others  by  gradual  growth 
and  disintegration  of  their  substance  The  operation  was 
begun  at  11  A.M.  and  finished  at  about  one  o'clock.  At  the 
termination  of  the  operation  she  was  infused  with   salt   Bolu- 
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fcion,  X"  record  of  the  amount  was  kept,  hut  it  was  sufficient 
to  have  a  decided  influence.  The  shock  was  very  great,  but  her 
condition  was  improving,  when  returned  to  the  ward,  although 
she  complained  of  nausea,  vomited  frequently,  and  was  per- 
spiring  profusely.  Strychnine,  digitalis,  and  morphine  were 
given  at  short  intervals  and  continued  at  varying  intervals 
for  some  days.  When  she  was  sent  back  to  the  ward  her 
pulse  was  132,  respiration  62.  At  two  o'clock  that  after- 
noon the  pulse  had  fallen  to  120,  respiration  48.  The  next 
day  the  patient  was  still  extremely  restless,  and  had  had  a 
bad  night.  The  pulse  and  respiration,  however,  continued 
improving  during  the  second  day,  notwithstanding  intense 
nausea  and  frequent  vomiting.  Temperature  did  not  rise  to 
101°  until  the  evening  of  the  second  day,  when  it  reached 
103.3°  at  3.40  o'clock  in  the  afternoon. 

Temp.         Pulse.      Respiration. 

Third  day.                   Feb.      24.  8.30  a.m.  102.8  120  38 

Fifth  day.                     Feb.      26.  8.30  a.m.  101.2  126  38 

26.  4.30  p.m.  102.7  130  46 
Patient  slept  nearly  all  day. 

Sixth  day.  Feb.     27 102.8 

"      27.  4.00  p.m.  103.0  120  54 

Seventh  day.               Feb.     28.  9.00  a.m.  102.0  118  26 

"      28.  4.30  p.m.  102.9 

Eighth  day.                 March   1.  8.30  a.m.  102.0  130  42 

1.  4.00  p.m.  102.0  116  52 
Ninth  day.                   March   2.  8.30  a.m.  101.8  108  32 

2.  6.20  P.M.  102.0  128  52 
Tenth  day.                  March   3.  S.30  a.m.  101.0  88  56 

3.  4.30  p.m.  102.0  104  54 
Eleventh  day.             March   4.  8.30  a.m.  101.4  106  32 

4.  4.30  P.M.  102.0  132  64 
Patient  had  been  restless  during  the  first  part  of  the  night,  but  slept  very  well 

toward  morning,  without  having  had  to  take  any  morphine. 

Twelfth  day.  March   5.    7.30  a.m.  101.0  104  68 

5.  4.30  P.M.  102.0  132  64 
Patient  has  been  sleeping  nearly  all  day ;  does  not  seem  to  suffer. 

Thirteenth  day.  March   6.    8.30  a.m.  101.5  108  52 

6.  4.00  p.m.  103.2  112  48 
6.     9.00  P.M.             102.2                108  50 

Patient  has  been  restless  during  day  ;  not  taking  nourishment  well. 

Fourteenth  day.  March    7.    8  30  a.m.  100.7  L20  48 

Patient  restless  during  night,  slept  very  little  ;  complained  of  nausea. 

Seventeenth  day.        March  10.    9.00  p.m.  101.4  108  40 

Nineteenth  day.  March  12.    7.00  a.m.  101.2  108  32 

"      12.     9.00  p.m.  100.0  122  38 

Patient  coughing  and  quite  restless. 
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Twentieth  .lav.  March  18.     8.00  a.m. 

Patient  restlea  daring  night ;  oonghing  frequently. 
Twenty-nrst  day.        March  1 1.    B  30  a.m. 
i,       1(      8.80P.1L 

Patient  did  not  complain  much  of  pain  during  the  night,  and  re-ted  very  well. 

Twenty-third  day.      March  16.    8.80  a.m.  30 

Patient  restless  ;  complained  moat  of  the  night 

Twenty-fourth  day.    March  17.    8.80  a.m.  99.0  120  32 

Patient  slept  a:  ■  y  well  during  night. 

Twenty-fifth  day.        March  is.     &.00  a.m.  99.0  100 

From  this  time  on  the  patient  made  steady  improvement. 

She  stayed  in  the  hospital  until  April  19,  1897,  when  she 
was  discharged  in  a  satisfactory  condition.  The  wound  had 
suffered  extensive  sloughing  of  the  skin  and  muscle,  hut  on 
discharge  was  entirely  healed.  She  was  photographed  May 
8,  1897.  March  20,  1898,  the  patient  was  again  admitted 
to  the  hospital  suffering  from  arute  lobar  pneumonia  on  the 
same  side.  She  was  discharged,  well,  just  one  year  after 
operation — April  19,  1898.  There  was  no  recurrence  what- 
ever.    (See  Fig.  9.) 

Case  LI. 

Gauthier's  case,  1898,  sarcoma  (Revue  Internationale  de 
Medicine  et  de  <  hirurgie,  October  25,  1898,  ix.  No.  20). 

Monsieur  I' Abbe  X.,  vicar,  aged  twenty-seven  years,  con- 
sulted me  in  September,  1897,  complaining  of  violent  pains 
on  the  left  side  and  a  little  toward  the  back.  Examination 
revealed  nothing  in  the  chest,  and  no  tumor  was  apparent. 

Diagnosis  of  intercostal  neuralgia  was  made.  Returned  in 
October,  1897,  again  complaining  and  drawing  attention  to 
a  slight  enlargement  situated  on  the  left  side,  posteriorly,  at 
the  level  of  the  ninth  rib. 

Operation  was  proposed,  but  declined,  lie  returned  in 
December,  and  then  progress  was  evident.  The  tumor  had 
attained  the  size  of  an  orange.  A  fluctuating  point  justified 
Qauthier  in  announcing  a  diagnosis  of  cold  ahscess  of  slow  evo- 
lution, developed  on  the  3  1  rib.  He  accepted  advice,  and 
was  operated  on,  January  21,  L898.  Notwithstanding  this  un- 
usually .-low  evolution,  Gauthier  believed  he  had  to  deal  with 
■a  c<»ld  abscess,  ami  was  disagreeably  surprised  by  falling,  with 


318  THORACIC  RESECTION  Foil  TUMOh 

the  first  stroke  of  the  bistoury,  into  a  mass  having  the  micro- 
Bcopicchara  tera  of  a  cystic  osteosarcoma.  The  hope  of  being 
able  to  resect  the  pleura  was  Boon  shown  to  be  Illusory,  for  it  was 
intimately  adherent.    Ganthier  had  then  to  decide  betwe 

operation,  frankly  incomplete,  Leaving  half  of  the  tumor  in 

place,  or  an  operation,  intrapleural,  with  operative  pneumo- 
thorax, whose  gravity  he  would  not  disguise  from  him.-clf. 

With  the  point  of  a  bistoury  a  small  opening  was  made  a 
little  above  the  neoplasm,  and  this  was  immediately  closed 
with  gauze,  to  permit  the  air  to  enter  only  very  slowly  and 
to  prevent  the  too  brusque  retreat  of  the  lungs.  After  two 
minutes  he  proceeded  more  rapidly  with  scissors  to  remove 
a  portion  of  the  costal  pleura  as  large  as  the  hand.  Having 
tied  the  intercostal  arteries,  the  wound  was  closed  except 
where  a  large  piece  of  skin  had  been  removed.  This  space 
was  packed  with  gauze.  During  the  whole  operation  the 
breathing  was  bad,  and  there  were  several  bad  attacks  of 
cyanosis.  The  chloroform,  wThich  was  badly  supported,  was 
stopped  when  the  pleura  was  opened.  Respiration  became  very 
shcrt  and  rapid,  and  it  was  necessary  to  give  some  injections  of 
ether  and  caffeine.  There  was,  however,  neither  syncope  nor 
arrest  of  respiration.  The  patient  having  been  carried  to  his 
bed,  he  got  an  injection  of  one  quart  of  artificial  serum. 

January  22c?.  Pulse  144,  respiration  38,  temperature  37° 
to  37.8°. 

23 d.  Pulse  132,  148,  respiration  30,  35,  temperature 
38.2°  to  39°. 

Dressing  was  changed.  Pleural  adhesion  already  existing. 
Pleural  adhesion  developed  with  excessive  rapidity,  so  that, 
the  temperature  being  still  up,  an  abscess  was  feared;  but  this 
was  not  found  until  February  27th.  About  400  or  500 
grammes  of  pus  was  evacuated.  The  cavity  was  washed 
and  drained  through  rubber  tubes. 

Mcrrh  15th.  The  tube  escaped  into  the  pleura.  Ganthier 
was  called  to  get  it  out.  In  the  month  of  May  he  was  com- 
pletely recovered. 

Ganthier  saw  him  in  June.     No  sign  of  recurrence.     Cica- 
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trix  was  beautiful.  At  the  end  of  August  he  returned  with 
BigOfl  of  recurrence.  The  ends  of  the  resected  ribs  were 
enlarged  and  a  tumor  the  size  of  a  nut  in  the  place  of  the 
old  tumor.  Operation  was  proposed,  but  he  hesitated.  He 
finally  went  to  Paris  to  undergo  operation  under  conditions 
infinitely  more  advantageous  than  the  first,  the  lung  being 
now  completely  surrounded  by  pleural  adhesions. 

The  recurrence  showed  itself  about  six  months  after  the 
opt  ration  and  about  three  or  four  months  after  the  complete 
cure  by  the  first  intervention. 

Case  LII. 

Parham's  second  case,  1898,  chondrosarcoma.1 

J.  R.,  aged   twenty-eight   years;  ward   No.   lo,   Charity 

Hospital.    Admitted  to  service  of  J)r.  Parham,  July  24,  1898. 

Precious  History,  Born  in  Iowa.  Patient  has  led  a  roving 
life,  but  has  lived  in  Louisiana  for  the  past  seven  years. 

Family  History,  Father  died  at  sixty-eight  years  ;  cause 
unknown;  mother  living,  as  also  three  brothers  and  one  sister. 

Personal  History.  Measles  when  a  child;  malarial  attacks 
twice  in  the  last  ten  years;  soft  chancre  ten  years  ago,  followed 
by  ulcers  on  the  legs,  sears  of  which  can  still  be  seen. 

History  of  Present  Disease.  His  occupation  was  that  of  a 
tinner.  He  frequently  used  a  brace  and  drill  in  mending 
stoves,  resting  the  brace  against  the  left  chest-wall.  I  le  never 
felt  any  pain,  however. 

He  first  noticed  a  swelling,  about  six  years  ago,  about  the 
size  of  an  egg.  The  tumor  grew  very  slowly,  being  last  fall 
about  the  size  of  a  turkey  vgg.  Pate  of  growth  has  since 
this  time  been  more  rapid.  Pain  has  been  present  during  the 
past  eight  months.  This  pain,  at  first  sharp  and  lancinating, 
afterward  duller  in  character,  seemed  severer  when  in  repose. 

Condition  on  Admission.  \V;i<  rather  anaemic  and  pulse 
was  weak,  but  he  was  otherwise  in  excellent  condition. 

■miitafioii  just   before   Operation.      Mean,    lungs,    and 
urinary  organs  normal  ;  general  condition  satisfactory. 

1  For  the  notes  upon  which  this  history  is  based  l  am  Indebted  to  Mr.  B.  Guthrie, 
Interne  in  charge  of  my  service. 
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The  tumor,  which  o  supied  the  upper  half  of  the  left  Bide 
of  the  chest,  was  firmly  united  with  the  ribs  and  extended 

from  the  clavicle  to  the  .sixth  rib.  It  was  a  firm,  solid  tumor, 
ovoid  in  shape. 

Operation,  August  6,  1898,  9  a.m.  The  anaesthetic  was 
chloroform,  administered  by  Mr.  Mason,  interne.  I  was 
assisted  in  the  operation  by  Dr.  E.  D.  Martin,  Dr.  F.  A. 
Larue,  and  Dr.  J.  D.  Bloom,  the  house  surgeon,  who  kindly 
attended  to  the  management  of  the  Fell-O'Dwyer  apparatus 

Operation  :  A  fan-shaped  flap  was  outlined  by  an  incision 
approximately  parallel  with  the  boundaries  of  the  greater  pec- 
toral muscle,  the  muscle  being  cut  through  transversely  below 
between  the  seventh  and  eighth  ribs  and  along  the  sternum 
and  inner  half  of  clavicle.  The  skin  and  muscles  were  raised 
together.  The  miuor  pectoral  was  represented  by  only  a  few 
attenuated  fibres,  which  could  not  be  taken  up  as  a  distinct 
layer.  The  flap  having  been  well  turned  up  over  the  clavicle 
and  covered  with  gauze,  the  tumor  was  now  cleared  thor- 
oughly at  its  base  and  the  ribs  exposed.  It  was  easily  seen 
at  this  stage  that  the  first  rib  was  not  involved  in  the  tumor. 
The  axillary  structures  were  easily  avoided  by  dragging  them, 
with  the  pedicle  of  the  flap,  upward,  toward,  and  over  the 
clavicle  and  coracoid  process.  An  attempt  was  now  made  to 
resect  a  portion  of  the  fifth  rib,  in  order  to  identify  and  begin 
the  clearing  of  the  pleura  from  the  tumor,  but  this  proved  to 
be  impracticable,  the  pleura  being  naturally  so  thin  at  this 
point.  The  cavity  was  unavoidably  opened,  and  there  was  a 
sudden  in-rush  of  air,  which  was,  however,  easily  controlled 
by  gauze  packing.  A  second  attempt  was  made  to  clear  the 
fifth  rib  at  another  point.  This  was  partially  successful, 
but  in  the  intercostal  space  above  the  pleura  was  again  torn, 
and  the  patient  showed  sudden  signs  of  collapse.  The  fifth 
rib  was  quickly  cut  in  front  and  then  in  the  axillary  Line 
behind  the  tumor.  The  lung  was  now  almost  completely 
collapsed,  and  there  was  a  sudden  fall  in  the  pulse,  almost  to 
dkippearance,  the  patient  becoming  blanched  and  showing 
all  the  signs  of  profound  shock.     The  pleural  openings  were 
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The  figure  represents  the  case  after  she  \\a>  discharged  ;  unfortunately  no 
photograph  was  taken  before  operation. 
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packed  quickly  with  gauze,  and  Dr,  Bloom  was  requested  to 
begin  the  use  of  the  Fell-O'Dwyer  apparatus.  A.s  soon  as  the 
tube  was  inserted  and  the  apparatus  working  the  lung  began 
to  recover  itself,  and  the  man's  condition  at  once  improved. 

The  respiration  was  now  admirably  maintained,  so  the  opera- 
tion was  proceeded  with.  The  fifth  rib  had  dow  been  Loosened 
by  cutting   it  through    in   front  and   behind.      The  soft  parts 

between  these  two  points  were  cut  through  quickly  with  the 
scissors,  and  then  the  fourth  rib  was  cut  through  in  the  axil- 
lary line,  the  costal  attachment  being  as  yet  unattached  ;  then 
in  turn  the  third  and  the  second  ribs  were  cut  in  the  axillary 
line.  Scissors  were  then  run  along  rapidly  through  the 
first  intercostal  space,  and  the  second,  third,  fourth,  and  fifth 
ribs  were  successively  attacked  in  front,  being  cut  through 
with  the  bone  forceps.  The  remaining  soft  parts  were  cut 
through  with  the  scissors,  and  the  pleura,  being  peeled  off 
from  the  tumor  with  the  ringers,  the  growth  was  taken  away. 
There  was  now  a  very  large  hiatus  in  the  anterior  wall  of  the 
chest,  through  which  the  lung  could  be  beautifully  seen  alter- 
nately expanding  and  contracting.  The  assistance  rendered 
by  the  Fell-O'Dwyer  apparatus  was  evident  to  all.  When- 
ever there  was  any  hitch  in  working  the  apparatus  the  lung 
at  once  showed  signs  of  collapsing,  but  when  the  apparatus 
was  in  working  order  respiration  was  almost  as  regular  as 
the  normal  breathing.  I  can  imagine  no  better  demonstration 
of  the  usefulness  of  this  admirable  device.  This  artificial 
breathing  was  maintained  until  the  lung  could  be  drawn  out 
sufficiently  to  be  sutured  with  a  continuous  catgut  suture  to 
the  margin  of  the  opening.  This  being  done,  there  was  no 
further  tendency  to  collapse  of  the  lung,  and  BO  the  Fell- 
O'Dwyer  was  discontinued.  Before  this  suture  had  been 
begun,  violent  spells  of  coughing,  which  were  rather  frequent, 
somewhat  delayed  the  operation,  as  with  each  attack  the  lung 
was  forcibly  extruded  through  the  opening,  the  inferior  lobe 
being  driven  completely  out,  so  that  it  could  'be  picked  up  in 
the  hand.     The  lower  lobe  of  the  lung  was  never  at  any  time 

pushed  up  by  collapse  so  far  as  to  expose  the  pericardium,  bo 
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that  do  distinct  view  of  the  pericardium  and  the  working  of 
the  heart  could  be  obtained. 

It  was  observed  by  all  present  that  the  lung  expanded   in 

expiration  and  fell  hack  in  inspiration.  The  operation  was 
completed  by  the  uniting  of  the  muscle3  and  the  skin  by  sepa- 
rate sutures.  The  duration  of  the  anesthesia  was  one  hour 
and  forty  minutes.  The  man  was  sent  to  the  ward  in  a  very 
satisfactory  condition.  The  wound  was  completely  closed 
without  drainage,  the  pectoral  muscle  being  separately  united. 
August  6th.  During  the  day  the  temperature  rose  once  to 
101.6°,  pulse  to  108.     Respirations  very  little  quickened. 

7(7*.  Day  after  the  operation  the  temperature  ranged  from 
100°  to  100.8°,  and  the  pulse  only  reached  100,  being  gener- 
ally about  85.      The  respirations  averaged  about  24. 

Sth.  Temperature  never  went  up  to  100°,  pulse  only  once 
as  high  as  80.  There  was  some  slight  dyspnoea,  some  pain 
in  chest,  and  he  was  somewhat  paler. 

9th.  Temperature  up  to  1 01  °,  pulse  remaining  at  80.  Some 
dyspnoea ;  severe  pains  in  the  side. 

Finding  at  my  morning  visit  evidences  of  fluid  in  the  chest, 
I  returned  in  the  afternoon  and  aspirated  in  the  interscapulo- 
vertebral  space  4  oz.  of  bloody  serum  and  a  considerable  quan- 
tity  of  air.  Removed  all  the  cutaneous  stitches  and  put  on  col- 
lodion and  cotton.  From  the  tenth  to  the  fourteenth  day  the 
temperature  kept  above  100°,  though  the  pulse  was  rarely 
over  85,  the  respirations  ranging  from  17  to  24,  very  regular 
and  full.  The  left  lung  had  evidently  expanded  considerably. 
As  the  dyspnoea  was  somewhat  greater,  the  cyanosis  more 
evident,  and  the  physical  signs  showing  accumulation  in  the 
chest,  I  again  aspirated,  drawing  off  ten  ounces  of  sanguino- 
lent  fluid.  More  air  came  away  than  could  be  accounted  for 
by  leakage  of  the  syringe.  After  this  he  breathed  more 
easily,  but  the  temperature  rose  by  night,. and  on  the  next 
day,  August  16th,  reached  103°  in  the  evening.  The  wound 
on  its  inner  aspect  had  opened  and  was  discharging  pus. 

ISth.  There  is  some  slight  subcutaneous  emphysema  in  the 
axillary  region.     The  temperature  reached  103°.     On   the 
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20th  it  was  at  2  a.m.  104°,  but  fell  to  102°  by  5.30  p.m., 
rising  again  at  night  to  103°. 

22(2.  The  temperature  had  been  running  1 1  i  lz:  1 1 ,  reaching  again 
104°  in  the  night.  Opened  up  the  wound  at  two  places,  find- 
ing two  large  abscesses,  one  antero-superiorly,  the  other  at  the 
lower  and  inner  side.  The  abscesses  apparently  rested  on 
lung  substance.  Washed  out  with  hydrogen  dioxide,  fol- 
lowed by  one  per  thousand  formalin  solution,  and  packed. 

24dh.  During  irrigation  of  abscess  cavities  by  Dr.  Larue 
there  was  a  sudden  and  violent  attack  of  dyspnoea,  only 
arrested  by  turning  the  patient  on  the  affected  side. 

2b(h.  Doing  better.  The  temperature  has  been  constantly 
lower  since  the  opening  of  the  abscesses.  For  a  long  time 
the  lower  wound  discharged,  and  a  fistula  could  be  traced 
backward  for  six  or  eight  inches.  The  percussion  not  clear- 
ing up  in  this  region  behind,  I  contemplated  a  posterior  resec- 
tion for  drainage,  but  gradually  the  discharge  diminished, 
and,  finally,  on  November  7th,  it  was  found  completely 
closed.  I  believe  the  suppuration  to  have  been  due  to  the 
silk  stitch  which  I  put  in  as  a  continuous  suture,  uniting  the 
pectoral  muscle.     This  stitch  came  away  covered  with  pus. 

December  3d.  Came  to  my  office  for  examination.  The 
lung  seems  almost  completely  to  have  recovered  its  expansion 
power.  The  skin  is  drawn  in  on  inspiration  and  is  pushed 
out  in  expiration.  On  forced  expiration  or  in  coughing  the 
lung  herniates  through  the  opening,  producing  a  large  pro- 
trusion of  the  skin.  The  hand  can  be  pushed  well  into  the 
defect,  aud  the  ventricle  can  be  distinctly  felt  to  the  inner 
side  of  the  defect.  I  believe  some  valuable  investigations 
could  be  made  into  the  physiology  of  the  heart  and  its  inner- 
vation, so  accessible  is  it  to  palpation  and  the  application  of 
Yon  Ziemssen  has  made  a  most  elaborate  study 
of  the  celebrated  Fischi  r  case  I  <  !ase  XI.),  operated  on  in  1  s7>. 
and  also  of  one  of  Helferich's  ca  X  V  1 1. ),  operated  on 

later.  I  shall  have  a  shield  made  to  protect  him  from  injury 
and  to  interfere  with  the  development  of  hernia  of  the  lung 
through    the  defect.      A    letter   received   from    him   the   latter 
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part  of  December,  five  months  after  the  operation,  says  he  is 
well1 

The  tumor  was  a  chondrosarcoma,  Btartingfrom  the  third  rib. 

The  accompanying  photographs  give  a  good  idea  of  the 
Bize  and  relations  of  the  tumor.  The  structure  of  the  tumor 
was  of  hyaline  cartilage.  I  am  much  indebted  to  Dr.  O. 
L.  Pothier,  Hospital  Pathologist,  for  the  photographs  and 
the  photo-micrographs  of  this  case. 

Dimensions  of  tumor :  Circumference,  horizontal      .        .        .  3S  cm. 

"  "  "  sagittal    .        .        .        .  38    " 

vertical   ....  86 

Length  of  ribs  removed,  second 10    " 

third 13    " 

fourth 12    " 

Cartilage  removed 1    " 

Weight 771  grammes. 

The  sternal  cases  of  Kdnig  and  Krister  are  here  reported  more 
fully,  as  they  illustrate  some  special  points  of  interest.  Other 
sternal  cases  are  to  be  found  further  on  in  tabulated  form. 

Case  II. 

Iv-nig's  case,  1882,  sternal  sarcoma  (Leonhard  Meyer,  In- 
aug.  Diss.,  1889). 

This  was  a  woman,  aged  thirty-six  years.  There  was  a 
tumor  situated  in  the  region  of  the  sternum;  it  had  been 
developing  two  and  one-half  years  without  much  pain.  It 
extended  across  the  body  of  the  sternum,  without  showing 
much  laterally.  It  extended  forward  to  the  insertion  of  the 
second  rib,  being  completely  fixed  to  the  sternum.  The 
patient  was  otherwise  healthy.  Kdnig  made  a  diagnosis  of 
endosteal  tumor  and  myeloid  sarcoma  of  the  sternum. 

Operation,  July  17,  1882.  A  transverse  incision  was 
made  through  the  skin,  the  four  flaps  being  dissected  away 
from  the  sternum,  exposing  above,  the  manubrium,  laterally, 
the  cartilages  of  the  ribs,  and  below  the  xiphoid  process. 
The  upper  ribs  were  separated  about  3  cm.  from  the  sternal 
edge  and  freed  of  soft  parts  by  the  elevator.  The  sternum 
sawed  through  at  the  level  of  the  first  rib  with  the  bow- 

..te  just  received  (May  26)  assures  me  he  is  still  well. 
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saw.  Now  followed  the  hardest  part  of  the  operation,  namely, 
the  Lifting  and  Loosening  of  the  sternum  and  the  tumor  from 
the  mediastinum.  The  sternum  was  held  up  and,  with  sharp 
hooks  and  the  finger,  cautiously  pushed  in  between  the  tumor 
and  the  mediastinum.  Both  mammary  arteries  were  exposed 
and  tied  double  and  cut.  \\\  spite  of  the  greatest  care  the 
right  pleural  sac  was  torn  at  the  level  of  the  fourth  rib.  A 
prominence  of  the  tumor  was  closely  adherent  to  the  pericar- 
dium, and  had  to  he  cut  with  scissors.  The  sac  was  injured 
and  the  right  ventricle  came  into  view.  Then  in  the  further 
dissection,  the  left  pleura  was  torn.  The  openings  in  the 
pleura  were  <piickly  closed  with  gauze  halls.  The  flaps  were 
sewed  from  below  upward  in  such  a  manner  that  the  gauze 
balls  could  be  removed.  Drains  placed  in  the  lateral  end-  <»!' 
the  wound  and  a  large  dressing  applied.  The  patient  recovered 
well.  There  were  no  violent  symptoms  of  any  kind.  On 
the  fourth  day  there  was  great  frequency  of  pulse,  controlled 
by  digitalis.  The  healing  was  per  primam,  except  a  small 
surface.  [Patient  died  a  year  later  of  rheumatic  fever,  as  I 
learn  from  Paget's  account  of  the  case,  p.  173.] 

Case  III. 

K  lister's  case,  1882,  gumma  of  sternum  {Berlin,  ldin.  ]Voch., 
1882,  127;  also  Baldus,  Inaug.  Diss.,  1887). 

A  man,  aged  thirty  years,  a  picture  of  vigorous  health, 
with  no  history  and  absolutely  uo  signs  of  syphilitic  trouble. 
He  perceived,  in  1882,  a  tumor  on  the  right  side  of  the 
sternum,  with  dull  pains  deep  in  the  chest. 

The  tumor  grew  slowly.  He  was  admitted  to  the  Augusta 
Hospital,  Berlin,  October,  1882.  He  was  put  upon  iodide  of 
potassium,  which  was  kept  up  six  weeks  without  effect  A 
tumor  the  size  of  a  goose-egg  was  observed  on  the  right  side 
of  the  sternum  and  closely  attached  to  this  bono  at  the  level 
of  the  third  and  fourth  ribs. 

Operation  October  27,  L882.  The  thorax  being  opened, 
the  tumor  was  found  attached  to  the  right  lung  and  pericar- 
dium.      In    loosening   it    from   the  lung  a  hole   the   si/o  of  ;i 
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iiickt'l  was  cut.    The  lung  collapsed  at  once, as  the  gauze  was 
uot  put  in  quickly  enough.     The  pericardium  was  then  fn 
without  accident,  and  the  tumor  removed.     A  :   gauze 

was  put  over  the  pleural  rent  and  allowed  to  come  out  of  the 
wound  by  the  other  end.  Hand  pressure  was  kept  up  over 
the  wound,  while  the  flap  was  pulled  down  and  compressed  by 
the  other  hand  externally.  The  inner  hand  was  then  carefully 
slipped  out  while  the  pressure  was  maintained  by  the  other 
hand  externally.  The  wound  was  then  elosed  up  and  sutured. 
The  result  was  good.  lie  was  discharged  in  four  weeks. 
Iviister  discusses  the  question  of  diagnosis  in  these  c 
and  asks  whether  syphilitic  tumor,  when  not  yielding  to 
iodide  of  potassium,  should  he  removed.  He  an^wer^  this 
question  in  the  affirmative.  He  refers  also  to  Konig's  case, 
published  in  1882,  who  discusses  the  opening  of  both  pleune 
and  refers  to  his  experiment  on  auimals. 

N8IDEBATI023    OF   THE    ReSTTLTS.1 

Immediate  results  or  results  of  the  operation. 

Scries  I.      Series  II. 
Died  in  consequence  of  the  operation  : 

Time  not  stated 0  1 

Within  twenty-four  hours 2  7 

Within  forty-eight  hours 1  1 

During  first  week 1  3 

During  second  week 0 

During  third  week 1  0 

During  first  month 1  0 

After  five  weeks 1  2 

Total  deaths  from  operation         ....      7  16  =  23 

Recovered  from  operation 19  35  —  54 

Result  not  stated  in  one  case        ....      1  ...  =    1 

■27  51  =  78 

Percentages  of  mortality  of  known  results  31. 3       29. 5 

In  many  of  these  -  more  than  one  operation  were  done 
on  the  same  patient.  In  sueh  eases  the  operations  stated  in  the 
above  table  are  those  described  in  the  detailed  account  of  cases. 

The  following  table  exhibits  the  number  of  operations,  the 
time  patients  lived  after  the  first  operation,  after  the  last 
operation,  and  the  final  result  as  far  as  known  : 

1  This  tabl<-  -:><>nd  with  the  transference  of  Case  XVII. 

iron.  II  I. 
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NUJfBEB  OP   <  »l  : 

Series  I. 


No. 

of 

case. 

Date.     ■{► 

Final 

' 

Living  after  last 

Pi. 

l 

1 



1 

3 

1 

4 

1 

•■ 

5 

2 

1' 

6 

1 



reeurrence. 

: 

1 

ath. 

- 

8 

1 

■■ 

1 

9 

1 

Rec<>. 

■ 

10 

1 

Death. 

i 

- 

11 

1 

l 

12 

1-71               1 

l 

1  mo. 

13 

1 

1 

'• 

nths. 

14 

1882             1 

• 

l 

! 

15 

1 

Recovery. 

i 

16 

1884            1 

l 

17 

1 

Recovery. 

i 

18 

1 

Death. 

i 

Few  <lay< 

19 

1 

Recovery. 

- 

20 

1 

•• 

3  weeks. 

21 

1 

Death. 

i 

10  hours. 

22 

2 

Recovcrv. 

23 

1 

■  urrence. 

21 

•• 

_ 

1 

•• 

•urrence. 

1 

29 

-    II. 

Incoru- 

Time 

No. 

Date. 

Extra- 

Intra- 

Final 

Living  after  last 

pi. 

pi 

results. 

opera- 

tions. 

operation 

1 

J 

1 

•> 

1 

3 

1861 

1 

an. 

4 

1861 



1 

•• 

1    ' 

" 

6 

■• 

i 

7 

1 

3  mos. 

8 

1 

9 

1 

Eteco? 

10 

1-7- 

1 

Death. 

11 

1 

1 

Recovery. 

- 

12 

1 

.ah. 

13 

1 

14 

1 

" 

15 

1 

■  > 

Recovery. 

1  yr.  4   mo.      Inop. 

. :  ion   ot 

pneui . 

16 

1 

1 

1- 

1 

atbs. 

1  year.     No  recur.? 

20 



1 

- 

I  sufficient  moment  to  justify  tabu 
f  This  case  has  h 
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-  1 1 — corti 


Extra- 

Intra- 

Final 
results. 

Incom- 
plete 

tions. 

Time 

living 

after  lirst 

operation 

Living  after  last 

operation,  with 

remarks. 

•Jl 

2 

3 

|  i  recov  1 
1  l  death  i 
Recovery. 

3  years. 

ill  days.    Pleura 
-  opened  at  8d,  4th, 

22 

1887 

1 

1  mos. 

i  and  .'tii  operations. 

23 

1887 

2 

•very 
after  both. 

Recurrence  after  last 
operation. 

2 

8  mos. 

Not  stated. 

1888 

J 

i  yrs.and 
-  moa. 

2  rears   l  months. 

No  recurrence. 

1888 

2 

Death. 

•Jl  hours. 

27 

Recovery. 

5  years. 

Q.  and  L. 

28 

1888 

I  "Lath. 

6  days. 

29 

1889 

Recovery. 

<>.  and  I.. 

30 

1889 

" 

5      " 

Q.  and  L. 

31 

5  mos. 

Two  o]>erations   for 
gland,  recurrence. 

32 

1890 

" 

Not  stat'd 

33 

«« 

Not  stat'd 

34 

1891 

•• 

18  mos. 

Small  op.  for  recur. 

in  soft  parts. 

85 

1891 

" 

14      " 

Small  BUDCUt.  recur. 
removed. 

36 

1891 

" 

j 

Death   from  rapid 

recur.;  op.  declined 

87 

1891 

" 

6  mos. 

38 

1891 

" 

3     " 

No  further  informa- 
tion. 

39 

1893 

Death. 

Few  his. 

40 

1893 

Recovery. 

Not  stat'd 

41 

1894 

Deatli. 

24  hours. 

42 

1895 

Recovery. 

l 

3  mos. 

Recurrence. 

43 

1896 

1 

2 recov. 

Not  stat'd 

Recurrence. 

44 

1895 

Death. 

45 

1896 

Recovery. 

Not  stat'd 

46 
47 

1896 
1896 

No  report. 
No  report. 

1 

" 

l 

5  mos. 

48 

1896 

" 

No  report. 

49 

1897 

1 

Death 

48  hours. 

50 

1 897 

1 

Recovery. 

1  year. 

No  subsequent  rep. 

51 

" 

6  mos. 

Recurrence. 

52 

1898 



5     " 

9 

58 

Recurrence. 

Series  I. 

Sarcomas  :  Known  to  have  recovered  from  operation- 
Nothing  known  as  to  recurrence     4 

Recurrence  (Cases  15,  17,  22,  24) 4 

No  recurrence  after  two  years  (Caset  ....    2—10 

Myxosarcochondroma  :   Known  to  have  recovered  from  operation- 
Recurrence   1—1 

Chondroma  :   Known  to  have  recovered  from  operation— 

Nothing  known  as  to  recurrence  (Cases  9,  25, 26)        .              .3 
Recurrence  (Cases  3,  .">,  r>) 3—6 

Carcinoma  :    Known  to  have  recovered  from  operation— 

Not hing  known  as  to  recurrence 1—1 

18 
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Series  II. 
>mai :  Kiio\mi  tn  have  recovered  from  operation- 
Nothing  known  n^  toreenrre 

Recurren<  '.  12,  13,  47,  51).       .       .       .9 

No  recurrence  after  l  year    i 
2yeai 

8     •'     (    "    29)  > 

I     " 

5      "      (     "    3()i  J 
Chondrosarcoma  :  Known  to  have  recovered  from  operation- 
No  recurrence  after  5  years  (Case  25)  I 
"                "         5  moe.  (    •'    K 
Myxochondrosarcoma  :  Known  to  have  recovered  from  operation— 
Recurreno  i 

No  recurrence  after  fourteen  months 1—2 

Chondroma  :  Known  to  have  recovered  from  operation— 

Nothing  known  as  to  recurrence  W) .  .       .   8 

Recurrence  (Cases  1, 11) 2 

No  recurrence  after  1-1  mos.    (Case  18) )  >    2—  7 

5  years  |     "     27)  > 

Myxochondroma  :   Known  to  have  recovered  from  operation- 
Nothing  known  as  to  recurrence  (Case  20)     1—1 

Carcinoma  :   Known  to  have  recovered  from  operation- 
Recurrence  (Case  87) 1 

No  recurrence  after  one  year  (Case  19) 1—2 

Total 36 

SU  M.MARY   OF    RECURRENT   EB. 

Series  I. 


Recov- 
ered. 

Result 
stated. 

Recur- 
rence. 

•  ocurrence  up  to 

i  yr. 

3  yrs. 

5  yrs. 

Sarcoma  and  its  combina- 
tions,  including    chon- 
drosarcoma 

Chondroma,  simple   . 

Carcinoma  .... 

11 
6 

1 

7 
3 
0 

5 
2 

2 

... 

It 

Series  1 1. 

Sarcoma  and  its  combina- 
tions,   including    chon- 
drosarcoma 

Chondroma,  simple  . 

Myxochondroma 

Ca'rcinoma  .... 

26 

7 
1 
2 

1 
0 

1 

10 
2 

1 
1 

1 

1 

1 

1 

2 

1 

A  Btudy  of  this  table  shows  very  little  difference  in  mor- 
tality between  tbe  extrapleural  operation-  and  those  which 
involved    the  opening  of   the  pleural  cavity.      This   seems   OD 


*  This  case  has  been  by  error  included  ;  it  should  be  in  the  table  of  extrapleural 

operat 

tint:.  i  took  place  only  after  i  Leath. 
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first  reflection  a  very  remarkable  circumstance,  and  all  the 
more  bo  Binoe  in  cases  of  the  second  scries  the  diaphragm  was 
involved  in  the  disease  and  included  in  the  operative  inter- 
vention, and  in  some  cases  portions  of  the  lung  were  actually 
excised.  A  few  observations  here  will  easily  set  the  matter 
right : 

Of  the  non-penetrating  operations,  12  or  46  per  cent.,  were 
done  prior  to  1 873,  hence  were  pre-Listerian.  They  were  done, 
too,  at  a  time  when  surgical  technique,  apart  from  its  present 
antiseptic  or  aseptic  accompaniments,  was  yet  in  comparative 
infancy. 

In  the  second  series  or  operations  involving  the  opening 
of  the  pleural  cavity,  on  the  other  hand,  of  the  52  cases 
reported  upon  9  only  were  done  before  1878,  or  17  per  cent., 
and  of  these  the  deaths  of  two  cases  were  probably  (confess- 
edly in  one  case,  that  of  Langenbeck)  due  actually  to  .the 
antiseptic  used  in  the  early  days  of  the  Listerian  struggle 
with  wound  infection — a  period  in  surgery  when  only  the 
good  effects  of  carbolic  acid  were  believed  in,  its  intoxicant 
power  not  being  recognized,  even  though  black  urine  continu- 
ally warned  of  the  patient's  jeopardy. 

This  case  has  been  rightly  styled  by  Leonhard  Meyer 
{Inaiifj.  Diss.,  Erlangen,  1889)  as  an  "  Opfer  der  Antiseptik." 

This  argument  is  further  emphasized  when  we  study  the 
recurrences  in  the  two  classes  of  cases.  Inspection  of  the 
tables  of  recurrences  does  not  at  once  show  marked  difference 
in  the  two  series,  but  this  is  to  be  partly  accounted  for  by 
the  lack  of  data  in  a  large  number  of  cases.  One  thing,  how- 
ever, is  apparent,  that  in  the  intrapleural  operations  more 
cases  are  credited  with  long  survival  after  operation  than  in 
the  other  series.  This  can  only  be  accounted  for  by  the  fact 
that  in  the  cases  prior  to  1878  imperfect  technique  was  more 
conspicuous,  and  operations  were  not  undertaken  with  that 
boldness  which  is,  pre-eminently  in  this  field  of  surgery,  the 
assurance  of  thoroughness  in  operative  work.  It  was  not  so 
much  a  difference  in  operative  experience  in  the  men  doing 
the   work,  but  rather  a  timidity  born  of  the  consciousness 
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that  the  operative  field  was  new,  comparatively  untrodden, 
and  the  surgical  world  had  not  been  convinced  by  the  opera- 
tive success  of  Etioherand  in  1818.  Witness  the  fact,  drawn 
from  a  study  of  these  tables,  that  the  second  intrapleural  opera- 
tion (that  of  Sedillot)  was  not  done  until  1855,  fully  thirty- 
seven  years  after  kieherand's  famous  case,  unique,  therefore, 
for  the  first  half  of  the  century. 

A  study  of  the  tables  reveals  no  striking  difference  as  to 
mortality  in  cither  series  between  the  malignant  and  the 
so-called  innocent  class  of  tumors — enehondromata. 

Further,  there  seems  almost  as  little  difference  in  the  ten- 
dency to  recurrence — an  observation  which  will  naturally 
surprise  those  who  have  been  in  the  habit  of  regarding  the 
chondroma  as  benign.  These  tables  show  anything  rather 
than  benignanoy.  I  desire  to  insist  with  some  emphasis  on 
this  point.  The  extremely  slow,  therefore  insidious,  growth 
of  these  chondromata,  lasting  in  some  cases  for  years  (witness 
the  cases  of  Kappeler,  twenty-five  years;  Morell-Lavellee, 
thirty-five  years),  and  developing  without  pain,  encourages 
individuals  so  afflicted  to  delay  seeking  the  surgeon  until  the 
tumor  by  its  size  and  weight  becomes  a  burden  and  interferes 
with  occupation  ;  then,  often,  it  is  too  late  for  radical  extir- 
pation, for  extension  of  growth,  directly  or  by  metastasis,  may 
have  taken  place,  as  in  Roswell  Park's  case  (Case  XXVIII., 
second  series).1 

A  strong    argument   in   favor  of    early   operation   is   that 
under  circumstances  not  at  all  understood  (perhaps  an  injury 
may  have  had  some  influence)  these  benign   tumors  tab 
malignancy  due  to  their  transformation  in  parts  into  sarcoma, 

1  A  good  example  of  metastasis  of  chondroma  is  that  reported  by  Rlchet  (Gas.  des 
B8p.,   1865,    p.   878)  of  a  man   thirty-four   years    of   age,   Operated    <>n    ("or  a   tumor 

(pronounced  by  Broca  a  chondroma)  of  the  scapula,  sise  of  a  child's  bead,  noticed 

four  years,  stationary  three  years;  autopsy  two  weeks  after  operation  discovered 
on  posterior  surface  of  Lung  of  same  side  a  tumor  size  of  a  hazel-nut.  and  about  thirty 

tumors  from  size  of  a  millet  seed  to  that  of  a  nut  scattered   iu   both  he 

■ibie  that  at  this  early  day  the  evidences  of  transition  into  sarcoma  may  have  been 

overlooked.     A  good  example  of  extension  hy  direct  gTOWtb  in  the  following  :     Paget, 

in  bis  "Surgical   PatholOf  reports  an  instructive  case  of  chondroma  of  the 

:   the   ribs,  the tUmOZ    projecting    itself  Into   the    vertebral    canal,  producing 

complete  paraplegia  and  death. 
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their  rate  of  growth,  and  tendency  to  extension  and  metae 
being  much  accentuated. 

Unquestionably  our  statistics  would  be  much  improved, 
both  as  to  immediate  and  remote  results,  if  the  operative 
intervention  could  be  undertaken  at  a  time  when  radical 
operation  would  not  involve  the  opening  of  the  pleural  cavity. 

The  enchondromata  continue  rarely  as  pure  forms,  show- 
ing, after  a  time  in  the  greater  number  of  cases,  combinations 
which  change  their  character  and  hasten  their  growth. 

A  study  of  the  cases  here  presented  will  abundantly  estab- 
lish the  malignant  tendencies  of  chondromata.  These  qualities 
of  malignancy  may  be  thus  enumerated  : 

1.  Tendency  to  sarcomatous  change. 

2.  Extension  by  contiguity  (infiltration). 

3.  Metastasis  to  inner  organs. 

Chondroma,  moreover,  seems  to  be  one  of  the  more  fre- 
quent tumors  in  this  region,  although  this  may  not  clearly 
appear  from  the  tables,  only  thirty-two  of  the  seventy-eight 
cases,  or  41  per  cent.,  having  apparently  begun  as  chondroma. 

As  to  this  comparative  regional  frequency,  the  carefully 
prepared  statistics  of  Weber  in  his  thesis  on  the  subject  (see 
Schlapfer  von  Speicher)  may  be  quoted.  (Weber  collected 
237  cases;  to  these  Schlapfer  added  23.)  Of  260  cases  in 
bones  generally,  only  8  were  found  in  the  ribs — that  is  to  say, 
about  3  per  cent,  of  all  chondromas  are  located  in  the  ribs. 

It  may  be  true,  as  Senn  says,  that  it  is  not  improbable, 
when  a  chondroma  has  invaded  adjacent  tissues,  or  metastasis 
has  occurred,  that  there  has  already  been  transition  into  sar- 
coma. "  The  exciting  causes/'  says  Senn  (Tumors,  p.  84), 
"  in  effecting  a  transition  of  a  benign  into  a  malignant  tumor 
are  such  local  and  general  influences  as  transform  mature 
cells  into  embryonic  cells,  and  which  at  the  same  time  render 
the  surrounding  tissues  more  passive  to  cell  infiltration." 

The  local  causes  establishing  this  post-natal  embryonic 
matrix,  which  is  the  starting-point  of  malignancy,  may  be 
thus  enumerated  (after  Senn):  Injury,  prolonged  or  repeated 
irritation  (rheumatism,  in  one  case),  and  incomplete  removal 
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of  the  benign  tumor  by  excision  or  by  cauterization.     A.ge, 
of  course,  will  have  Borne  influence   id  this  transformation. 
Enough  lias  been  said  to  urge  the  early  removal  of  I  • 
tumors  when  operation    is  easy  and   safe  and    before  Buch 

transformation  has  taken  place. 

There  is  a  time  in  the  life  of  all  tumors  when  they  are 
local  and  can  be  radically  removed.  Leonhard  Meyer  laments 
the  late  period  at  which  operation  is  usually  Bought,  and  ex- 
presses the  hope,  naively,  it  is  true,  but  with  reason,  that  the 
laity  will  understand  the  importance  of  reporting  early,  so 
that  the  best  results  may  be  obtained. 

I  have  spoken  of  the  influence  of  irritation  in  the  trans- 
formation of  tumors.  It  might  be  interesting  to  note  here 
the  effect  of  traumatism.  Senn  has  some  instructive  remarks 
on  this  subject.  While  traumatism  alone  is  incompetent, 
acting  primarily,  to  produce  a  tumor,  still  it  "  in  exceptional 
cases  may  and  does  act  as  an  exciting  cause  in  the  growth  of 
a  tumor  by  diminishing  the  physiological  resistance  of  the 
injured  tissues,  or  by  causing  irritation  or  inflammation  in 
the  immediate  vicinity  of  a  pre-existing  tumor-matrix  ;  or 
in  more  exceptional  cases  it  furnishes  both  essential  con- 
ditions for  tumor  growth — a  post-natal  matrix  of  embry- 
onic cells  and  a  diminution  of  physiological  resistance  in  the 
immediate  vicinity  of  the  new  matrix/'  (Senn  on  Tumors, 
p.  69.) 

In  my  cases  trauma  is  stated  in  only  live  cases  of  Seri<  -  I. 
and  in  only  fourteen  of  Series  II.  Of  course,  the  evidence 
in  many  cases  may  be  deemed  inconclusive,  but  the  fact  is 
well  attested  and  is  accepted  by  most  pathologists. 

This  statement  applies  not  only  to  Barcoma,  but  to  chon- 
droma also.  The  truth  of  the  statement  as  to  chondroma  is 
well  illustrated  by  the  experiment  of  EEeyfelder,  quoted  by 
Schlapfer  von  Speicher  from  Virchow's  A rchiv}  1858,  Band 
xiii.  A  Four-year-old  dog  got  a  blow  on  the  left  side.  After 
death  a  chondroma  seven  by  four  and  one-half  inches  on  the 
outer  aspect,  and  another  three  and  one-half  by  three  inches 
on  the  inner  surface  were  found.       [nstances  in  man  of  ebon- 
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droma  in  various  situations  developed  by  trauma  could  easily 
l)c  multiplied. 

As  to  carcinoma  of  the  ribs,  it  is  doubtful  if  it  vvcv  occurs 
in  the  primary  form,  being  usually  consecutive  to  can. 
the  breast 

The  influence  of  age  and  sex  are  displayed  in  the  following 
table: 

A'  i:. 

First  Class.  Second  Class. 

1.  Decade  from    1  to  10  years  of  age    ...    1  0 

(Case  6.) 

2.  Decade  from  lo  to  20  years  of  age    ...    3  7 

(Cases  15,  19,  26.)    (Cases  14,  16,  29,  40, 
41,  45,  48.) 

3.  Decade  from  20  to  30  years  of  age    ...    4  11 

(Cases  10,  18,  22,     (Cases  9,  15,  24,  26, 
27)  2,  39,  49,  50, 

51.  22 

4.  Decade  from  30  to  40  years  of  age    ...    7  12 

(Cases  4,  7,  9,  12,      (Cases  6,  12,  13,  23, 
10,17,24.)  .30,31,35,42, 

7,33.) 

5.  Decade  from  40  to  50  years  of  age    ...    3  8 

(Cases  3,  20,  23.)      (Cases  1,  11,  17,  21, 
10,  30.  4(5,  43.) 

6.  Decade  from  50  to  00  years  of  age    ...    3  2 


(Cases  13,  21,25.)       (Cases  34.  38.) 


Sex. 


-    1.  8  II. 

Male 18  34        =        52 

Female 8  14       =       22 

stated    .......     0  4=4 

Total  cases 

DIAGNOSIS.  The  diagnosis  of  these  parietal  tumors  is  an 
interesting  subject,  but  can  only  be  briefly  referred  to  here. 
Mistakes  may  be  easily  made,  but  if  the  history  of  develop- 
ment be  given  due  weight,  error  is  not  apt  to  occur.  As 
showing  the  difficulty  of  arriving  at  a  conclusion  without  a 
consideration  of  the  history  of  development,  I  mention  the 
cases  of  Heyfelder  (reported  by  Hermann  Schuster,  Inaug, 
hiss..  Erlangen,  1851),  of  a  man,  aged  thirty-three  years, 
who  in  January  noticed  a  painless,  movable,  bean-sized 
tumor,  which  grew  in  five  weeks  to  the  size  of  a  hen's  egg, 
and  by  the  end  of  March  was  as  large  BS  B  female  breast.  It 
was  found  at  autopsy  to  be  a  tumor  filled  with  blood,  due  to 
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erosion  of  an  intercostal  artery  connected  with  caries  of  the 
fourth  rib. 

For  the  operative  diagnosis  of  the  tumor   it   is  only  n 
sary  to  determine  that  the  tumor  can  be  removed \  in  other 
words,  that  it  is  not  a  thoracic  aneurism,  nor  other  tumor  of 
mediastinal  origin,  making  its  way  through  the  chest  wall. 

A  case  illustrating  the  difficulty. of  diagnosis  in  some  rare 
instances  is  found  reported  in  the  London  Lancet,  L859,  vol. 
i.  j).  4S<).  The  specimen  was  sent  to  the  Pathological  So- 
ciety of  London  by  Mr.  Sharpley.  It  was  removed  from 
the  body  of  an  old  man  who  had  suffered  with  it  for  twenty- 
live  years,  and  had  been  seen  by  some  of  the  most  eminent 
surgeons  of  London  and  the  provinces.  Some  considered  it 
a  fibrous  growth;  others,  like  Mr.  Liston  and  Mr.  Key, 
thought  it  an  aneurism.  It  was  very  large,  and  grew  both 
within  and  without  the  chest,  the  two  portions  being  con- 
nected through  a  hole  in  the  sternum.  It  had  large  blood- 
vessels, and  the  man's  diary  stated  that  there  had  been  a 
bruit. 

The  beautiful  skiagraphic  plates  to  be  found  in  Murphy's 
article  on  the  "  Surgery  of  the  Lung,"  in  the  Journal  of  the 
American  Medical  Association,  duly  23  to  August  l-°>,  1898, 
show  that  the  X-rays  are  destined  to  render  much  valuable 
service  in  the  surgery  of  the  chest.  The  position  i){  the 
heart,  the  diaphragm  as  it  moves  in  respiration,  the  gradual 
expansion  of  the  lung  as  the  retained  pleural  air  absorbs, 
can  all  be  studied  to  a  certain  extent  with  the  fluoroscope, 
and  -till  better  in  the  skiagrams,  and  as  the  apparatus  be- 
comes improved  the  delicacy  of  its  definition  will  become 
more  and  more  apparent.  The  prize  essay  on  "Skiascopy 
of  the  Respiratory  Organs,"  just  published  in  the  March 
number  of  the  Philadelphia  Monthly  Medical  Journal)  indi- 
cates already  some  material  advance  in  the  near  future. 

The  percentage  of  hemoglobin  should  be  determined,  a 
decided  fall  in  amount  indicating  a  tendency  toward  malig- 
nanev  or  the  imminence  of  recurrence.  See  case  of  Mikulicz 
(XXXV.). 
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Tbeatment.  At  the  outset  the  question  should  be  con- 
sidered whether  these  tumors,  having  reached  a  certain  Btage 
in  development,  had  better  be  removed  <>r  left  alone.  As  to 
carcinoma,  the  question  is  not  so  difficult,  since  these  tumors, 
being  secondary  in  character,  do  not  offer  the  same  justifica- 
tion f«>r  a  formidable  operation.  While  Richerand's  famous 
\  as  the  first  intrapleural  operation,  and  was  in  this  a  use 
an  epoch-making  event  in  the  surgical  world,  and  would  have 
been  accepted  without  question  by  surgeons  as  a  justifiable 
operation  if  the  character  of  disease  had  made  recovery  pos- 
sible, still  the  rapid  recurrence  of  the  disease  and  the  (hath  of 
the  patient  only  one  month  after  having  passed  through  such 
a  trying  surgical  ordeal  without  an  anaesthetic,  caused  the  hand 
of  the  boldest  surgeon  to  pause,  while  he  reflected  whether  it 
would  not  have  been  better  to  have  let  the  poor  man  die  by 
the  hand  of  God  than  to  have  subjected  him  to  the  torments 
of  three  ineffective  mutilating  operations. 

Without  doubt  surgery  was  checked  in  its  progress,  for  not 
another  case,  even  operable  in  character,  was  done  until  Sedil- 
lot  successfully  attempted  it  in  1855 ;  but,  incontestably, 
Richerand  deserves  the  credit  for  the  demonstration  that  the 
opening  of  the  pleural  cavity  can  be  successfully  done.  The 
seed  had  remained,  and  after  many  years,  fortunately  for  this 
branch  of  surgery,  blossomed  into  fruit.  Few  surgeons  now 
would  have  the  boldness  to  repeat  under  the  same  circum- 
stances the  experiment  of  Richerand,1  notwithstanding  the 
brilliant  success  of  Schede,  whose  patient  was  alive  and  well 
one  year  after  an  extensive  operation  for  recurrence  after 
excision  of  a  breast  carcinoma;  and  of  Finck,  whose  patient 
lived  three  years  and  eight  months  after  an  extirpation  of  a 
mammary  cancer,  in  which  he  wounded  the  pleura,  giving 
rise  to  a  severe  pyopneumothorax.  In  any  case  of  secondary 
tumor  one  must,  at  all  events,  be  sure  before  operating  that 
there  is  not  elsewhere  another  tumor.  Regarding  the  diffi- 
culty of  ascertaining  whether  a  cancerous  tumor  is  primary 

tiding  to  Flitt  (Inang.-Diss.,  Berlin,  1890),  Richerand  afterward  declared  that 
he  would  not  again  do  this  operation  for  cancer. 
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or  secondary,  Roullies  (Thfa  de  Paris,  1887-1888)  qu 
oommunicatioD   made  to  him   by   Nicaise:    ki  I   have  Been," 
Bays  that  able  surgeon,  (i  several  cancers  of  the  sternum,  all 

of  secondary  origin,  but  once  I  did  not  find  at  first  the  pri- 
mary cancer;  and  I  asked  myself  if  I  were  not  in  the  presence 

of  a  primitive  tumor,  and  if  it  were  not  proper  to  do  an  oper- 
ation. In  the  meantime  the  patient  foil  unaccountably  and 
sustained  a  spontaneous  fracture  of  the  neck  of  the  femur, 
due  to  a  cancerous  nodule,  confirmed  by  autopsy.  The  pri- 
mary disease  was  a  renal  cancer,  absolutely  inactive,  without 
apparent  alteration  of  the  urine." 

If,  however,  a  tumor  he  demonstrably  primary  in  character, 
and  there  he  reasons  for  believing  that  it  has  invaded  no  struc- 
ture which  cannot  he  removed,  then  an  operation  is  indicated, 
and  may  be  done  if  the  condition  of  the  patient  shall  justify 
it.  A  few  carcinomas  secondary  to  mammary  cancer,  tin  n, 
and  ribromas,  chondromas,1  sarcomas,  and,  exceptionally, 
gummata  of  the  ribs  and  sternum,  will  fall  into  this  category. 
An  interesting  problem  in  surgery  was  broached  by  Kuster 
(see  sternal  cases),  which  has  not  yet  been  definitely  settled, 
whether,  as  in  his  case,  the  surgeon  would  be  justified  in  doing 
a  costal  or  sternal  resection  for  gumma  which  had  resisted  a 
thorough  six  weeks'  course  of  iodide.  In  his  case,  alth 
there  was  absolutely  no  history  of  syphilis  and  no  other  signs 
of  gumma,  a  syphilitic  tumor  was  Bnspected  and  the  iodide 
tried  thoroughly  without  effect  on.  the  neoplasm,  whereupon 
extirpation  was  done,  and  it-  gummatous  nature  established 
on  examination.  The  therapeutic  test  had  led  him  into  error, 
it  is  true,  but  its  failure  after  adequate  trial  had,  I  believe,  justi- 
fied the  operation.    I  learned  through  a  personal  communica- 

1  When  one  looks  superficially  nt  the  question  he  i<  tempted  to  let  these  tm 
the  chondroma  type  severely  alone.    Thus.o)  the  fifteen  cases  tabulated  bySchlJtpfer 
von  Speicher,  three  had  lasted  I  year  and  under  (two  were  operated  on  witti 
two  had  lasted  three  years,  two  four  years,  two  Bve  years,  two  six  yean 

.e  twenty-five  years,  on.'  thirty-live  years,  and  one  several  year-,  hut  it  must 
not  be  forgotten  that  chondroma  of  the  ribs  is  very  prone  t"  ondei  rphosis 

and  to  firm  various  Combinations  u  hich  hasten  theil  grow  th,  and  the-.'  eliar 
very  prone  to  occur  under  the  Influence  of  train: 
of  Benign  into  Bfallgnanl  run 

-  irg 
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tion  of  one  of  the  Fellows  of  the  Southern  Surgical  and 
Gynecological  Association  of  an  equally  interesting  case  of 
opp  «ite  character,  in  which,  in  the  belief  that  a  sternal  tumor 
was  a  gumma,  the  antisyphilitic  medication  was  persisted  in 
for  a  considerable  period,  but  without  effect.  The  autopsy 
showed  osteosarcoma  of  the  sternum,  which  would  have  been 
aim  nahle  to  operative  treatment. 

The  tumor  having  been  detailed  to  be  operable  in  character. 
the  surgeon  must  determine  beforehand  how  far  he  will  carry 
his  operative  attack  in  his  endeavor  to  get  beyond  the  limits 
of  the  disease.  Shall  he  stop  at  the  pleura,  or,  having  gone 
into  the  cavity,  let  the  diaphragm  be  his  noli  me  tangeref  or 
will  he  proceed  further,  stopping  at  nothing  short  of  the  heart 
or  the  whole  of  one  lung  ?  These  are  questions  difficult  to 
answer,  but  I  shall  attempt  to  indicate  the  chief,  at  least,  of 
the  factors  which  aid  in  the  solution  of  the  problem. 

It  might  be  wisest,  first,  to  consider  the  causes  of  death  in 
the  cases  here  reported.  It  will  be  profitable  to  consider  only 
the  second  series. 

These  may  be  ranged  under  the  following  heads  : 

Shock  :  Weinlechner  (14),  Hahn  (26),  Park  (28),  Uelferich  (49)      .  4 

Shock  and  hemorrhage  :  Koenig  (39) .        , 1 

Shock  and  pneumothorax  :  Sheild  (41),  Quonu  (44)         ....  2 

Hemorrhage  and  pneumothorax  :  Tietze  (12) 1 

Hemorrhage  and  Sepsis  :  Heyfelder  (4) 1 

Chronic  sepsis  :  Israel  (8) 1 

Antiseptic  irritation  (capillary  bronchitis) :  Leisrinck  (13)     ...  1 

Carbolic  intoxication  :  Langenbeck  (7) 1 

Pyopneumothorax :  Schuh,  (8)  Wattmann  (10) 2 

Doubtful 2 

Total 16 

The  ages  of  these  cases  ranged  from  ten  years  (Sheild's  case) 
to  sixty  (Schuh's). 

The  cases  showing  shock  were  in  order,  beginning  at  the 
top — thirty-seven,  thirty-three,  ten,  fifty-five,  ten,  and  forty- 
nine  years  of  age.  Of  the  remainder  the  oldest  case  was 
that  of  Schuh,  sixty  years,  dying  in  two  days  of  pyopneumo- 
thorax. The  others  ranged  between  thirty-two  and  forty-six 
years  of  age. 
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Sex  Beema  to  have  had  even  [ess  influence  in  determining 
the  fatal  result.  Thus,  of  the  sixteen  fatal  cases  only  two 
were  females  (Langenbeck's  and  [srael's).  The  condition  of 
the  patient  at  the  time  of  the  operation  is  specifically  stated 
in  very  few  cases.  Thus,  Case  Kill.  (Leisrinek's)  is  said 
to  have  been  pale  and  dyspeptic  ;  <  !ase  XXVI.  (  Hahn'a 
exhausted  by  repeated  operations;  Case  XXVIII.  (Park's 
ease),  debilitated  by  repeated  operations  for  recurrent  growths. 

Even  in  cases  which  did  not  die  the  condition  was  at  times 
so  threatening  that  it  will  be  very  profitable  to  Btudy  all  the 
in  groups,  in  order  to  arrive,  if  possible,  at  some  satis- 
factory  solution  of  the  phenomena  observed, 

Pneumothorax,  Hemorrhage,  and  Shock.  Without 
doubt  the  first  is  the  most  formidable  complication  attending 
operations  which  open  the  pleural  cavity.  Hemorrhage, 
whether  from  the  intercostal  arteries  or  the  internal  mam- 
illaries, may  be  prevented  or  controlled  by  multiple  cartilage 
or  rib  resections  and  ligation,  as  done  long  ago  by  Langen- 
beek  and  Richter,  or  by  clamp-forceps,  suture-ligature,  or 
tamponade,  if  the  ordinary  method  of  ligature  cannot  be  car- 
ried out.  It  is  worthy  of  remark  just  here  that  the  bleeding 
from  the  intereostals  in  the  course  of  the  excision  of  a  pari- 
etal tumor  is  often  surprisingly  little.1  In  my  second  case, 
for  example,  not  a  single  intercostal  vessel  had  to  be 
The  lung  itself  bleeds  little ;  suture-ligature  and  ligature  of 
even  the  large  vessels  accompanying  the  bronchi,  or  putting 
on  two  large  clamp-,  a-  was  done  by  Helferieh  in  his  last 
case,  may  be  justifiable  in  certain  grave  emergen-!     . 

But  the  greatest  danger,  and  the  one  most  difficult  to  deal 
with,  is  pneumothorax.      We  shall  now  proceed  to  study  this. 

Study  of  the  Phenomena  Observed  on   Opening 

Tin-:   Pleura.     Classification  of  the  Gases  according  to  (he 

Uyqfthe  Manifestations.    The  following  cases  are  thrown 


i  The  absence  of  hemorrhage  't  the  i«>int<  made  against  Bicherand  by 

Nlood.    He  assumed  because  no  Intercostal  bled,  that  this  wai  the  result  of  the  pro. 
aveloplng  and  obliterating  them;  hut  this  may  not  aeoei 

.'It  all. 
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out    because  of   insufficient   data:  Cases   II.,   III.,  IV.,  V., 
VI..  VII.,  VIII..  X.,  SIX.,  XXVI.,  XLV.— eleven  in 

all — except  in  so  far  as  they  may  illustrate  points  mentioned 
in  the  histories. 

The  remaining  forty-one  cases  may  be  grouped  as  follows: 

1.  Cases  marked. by   little  or   no  disturbance  when  the 

pleura  was  opened,  either  specifically  so  stated  or  whose  clin- 
ical histories  justify  the  assumption  that  the  disturbances  were 
slight:  Cases  of  Tietze  (XII.),  Desguin  (XXII.),  Tietze 
XXIX.i,  Alsberg  (XXXIV.),  Konig  (XXXVI.),  Zaru- 
bin  i  XXXVIII.),  Sheild  (XLL),  Marsh  (XXXIII.),  Als- 
berg  (XXVII. ),  Trendelenburg  (XX.),  Konig  (XL.),  Tietze 
(XXL),  Ileineke  (XXIV.), Bardeleben  (XXXI.),  Mikulicz 
(  X  X  X  V.),  Helferich  (XLIX.). 

2.  Cases  marked  by  only  moderate  disturbances  when 
the  pleura  was  opened  :  Cases  of  Cassidy  (IX.),  Maas 
(XVIII.),  Konig  (XXIII.),  Park  (XXVIII.),  Bardeleben 
(XXXI.),  Vautrin's  second  case  (XXXVII.),  Thompson 
(XLVIL),  Faure  (XLIL),  Gauthier  (LI.),  Parham's  second 
case  (LIL). 

3.  Showing  quite  stormy  manifestations,  even  threatening 
life:  Richerand  (I.),  Fischer-Kolaczek  (XI.),  Leisrinck 
(XIII.),  Weinlechner  (XIV.), Kronlein  (XV.,  second  opera- 
tion), Humbert  (XVI.),  Midler  (XXV.),  Vautrin's  first  case 
(XXX.),  Witzel  (XXXII. ),  Konig  (XXXIX.),  Karewski 
(XLIIL),  Qu6nu  (XLIV.),  Bayer  (XLVL,  both),  Doyen 
(XLVIIL),  Parham's  first  case  (L.). 

The  Nature  of  these  Disturbances.  In  this  discus- 
sion I  have  drawn  freely  upon  the  valuable  work  of  Geru- 
lanos.  In  all  the  cases  the  respiration  was  interfered  with 
to  a  certain  extent  when  the  pleura  was  opened,  being  some- 
what accelerated. 

In  the  cases  of  Leisrinck  (XIII.),  Weinlechner  (XIV.), 
and  Miiller  (XXV.)  the  breathing  and  pulse  were  much  inhib- 
ited. The  patients  were  severely  collapsed  in  seven  cases, 
the  pulse  being  small,  scarcely  perceptible  in  them  all. 
Though  in  the  fatal  cases  this  is  not  so  apparent,  still  in  a 
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i  nil  way  it  may  be  admitted  that  tin-  age,  the  condition 
of  the  patient,  and  the  existence  of  complications,  Buch  as 
affections  of  the  heart  (Kdnig,  XII.,  XXXIX.)  and  tuber- 
culosis of  the  lung  (Pfeiffer),  will  influence  the  termination. 

The  kind  of  tumor,  it-  Bize,  its  extent,  ami  its  relations  to 
the  lung  and  pericardium  will  also  be  seen  to  have  some 
influence. 

A  reference  to  the  table  will  convince  one  that  the  greatest 
factors  are  the  size  of  the  opening  and  the  time  it  remains 
open.  Thus  it  will  be  seen  that  in  Cases  XI.,  XIII..  XIV., 
and  XV.  the  pleural  defect  was  as  large  as  a  man's  or  a  child'< 
head.  In  all  the  other  cases  marked  by  stormy  symptoms  the 
opening  was  as  large  as  the  hand  or  as  the  palm  of  the  hand, 
and  in  all  these  cases  the  tumor  was  large  and  its  removal 
required  some  time,  the  patients  all,  with  the  exception  of 
Cases  XL  and  XXXIX.,  being  under  forty-five  years  of 
age;  all  except  XT.  and  XV.  being  male,  and  all  being  in 
excellent  condition. 

In   the  ease  of  smaller  pleural  defects  or  merely  tears  the 
manifestations  were  not  severe,  since  the  pneumothorax  was 
easily  controlled  by  gauze  tamponade.      In   some  few  a 
(XXIV.  and  XXXI.)  adhesions  prevented  the  development 
of  collapse.     A  specially  remarkable  case  is  that  of  Mikulicz 
(XXXV.),  where,  in  a  fifty-four  year  old   patient,  a   large 
tumor  was  removed  with  excision  of  a  piece  of  the  diaphragm 
with  almost   no  disturbance;   and    that  of   Maas  (XVIII. 
showing  only  a  slight  Blowing  of  the  pulse  and   respiration. 
These  were  both  on  the  left  side,  low  down  and   behind.      In 
cases  of  the  first  class   adhesions   explained   the  absence  of 
severe  symptoms  (Konig,  XXI.),  or  the  tumor  was  small. 

Operations  on  the  Lung  and  Diaphragm,  of  the 
-  of  the  third  class  operation-  were  done  <>n  the  diaphragm 
in  XIII.  ami  X  V  I  ,  and  on  the  lungs  in  X  I  V. ,  X  Y ..  X  X  Y.. 
and  XXYIII.  The  case  of  Helferich  (XLIX.),  in  whi 
actually  two  lobes  of  one  lung  were  excised  in  a  boy,  aged 
fifteen  years,  with  slight    pneumothorax,  won       -  to  indi- 

cate the  correctness  of  the  assertion  of  Gerulanos  that  in  the 
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-  n»>w  mentioned  the  disturbances  wen-  due  less  to  the 
fact  that  the  lung  or  diaphragm  was  involved  in  the  operation 

than  that  the  operative  work  took  more  time  and  kept  the 
pleura]  wound  open  bo  much  the  longer.  This  is  further 
shown    by  ( Jase   XXXI.  and    Kdnig's  sternal  case.      It   is 

well,  if   prolonged    intrathoracic  work  must  be  done,  to   h 
the  cavity  as  far  as  possible  packed  with  moist  gauze. 

The  Side  of  the  Thorax  [nvolved.  With  rabbits 
-  .  right-sided  pneumothorax  is  immediately  fatal, 
because  the  left  lung  is  a  third  smaller  than  the  right.  The 
oxygen-content  of  the  aortic  blood  amounts,  when  one  pleural 
cavity  is  opened — if  the  left  pleura  to  76  per  cent.  ;  if  the 
right  pleura  to  58  per  cent. 

Of  the  cases  in  the  third  clinical  class  (showing  stormy 
manifestations)  the   lung   involved  was:   the   right    in    nine 
-;  the  left  in  rive  ca» 

Of  four  cases  with  great  defect,  vet  little  disturbance,  in 
three  (XVIIL,  XXI L,  and  XXXV.)  the  left,  and  in  only 
one  (XXIX.)  the  right  was  involved;  and  it  is  probable  that 
adhesions  partly  explain  this,  for  the  age  of  the  man  was 
rather  in  favor  of  bad  symptoms. 

The  explanation  in  this  right-sided  and  left-sided  pneumo- 
thorax seems  to  be  twofold  : 

1.  The  lung  thrown  out  (greater  disturbance  when  the  right). 

'2.  As  to  which  way  the  mediastinum  is  pushed  by  the 
pneumothorax. 

Right-sided  pneumothorax  pushes  the  mediastinum  toward 
the  left,  compressing  the  venre  cava?  and  the  thin-walled  right 
auricle,  while  left-sided  pneumothorax  exert-  its  pressure  on 
the  more  resisting  right  ventricle. 

In  the  first  case  the  sucking  up  of  the  venous  blood  from 
the  cava  into  the  right  auricle  is  seriously  interfered  with. 

In    addition    to   these   anatomical   considerations   must,    of 
coins*',  be  taken   into  account  the  hemorrhage,  the  nan 
and    the   circumstances    surrounding   the   patient      Of   great 
significance  is  the  elimination  of  one  lung  from  the  work  of 
respiration. 
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Keflex  irritation,  tiowver,  seeins  to  be  of  more  importance 
than  the  simple  compression  of  the  lung.  Qu6nu  and  Lon- 
guet  lav  great  stress  on  this  point.  The  effect  on  the  heart 
is  partly  reflex,  partly  due  to  <lir  t  pressure  on  the  heart  and 
great  vessels  (especially  the  great  vein-  and  right  auricle)  in 
right— ided  pneumothorax.  Witzel  attaches  some  importance 
to  the  flexion  of  the  great  vessels.  According  to  the  investi- 
gations of  Sackur  on  rabbits,  the  circulation  through  the  col- 
lapsed lung  is  not  diminished,  rather,  indeed,  i<  increased. 

This  reflex  effect  is  likely  to  he  prolonged  or  intens 
by  pleural   irrigation.      Where  the   wound    cannot    he   closed 
afterward,  as  in  Weinlechner's  and  lb  Iferich'a  cases,  the  fatal 
result  may  he  largely  attributable  to  this  reflex  disturbance. 

Quenu  and  Longuet,  in  their  very  valuable  article,  give 
the  following  explanations  of  the  varied  manifestations  of 
pneumothorax  in  different  casea  I  have  grouped  them,  for 
greater  convenience  of  reference  : 

1.  Pulmonary  retraction  may  be  incomplete,  on  account  <>f 
adhesions.     These  may  be  complete  enough  to  shut  off 
pleural  cavity,  or  only  partial,  the  location  of  the  adh 
being  of  great  importance;  or  the  lung  may  not  contract,  be- 

3  elastic  from  (edema,  hepatization,  or  Bcler 

2.  The  effect  of  reflex  irritation  is  of  the  greatest  intln 

as  was  shown  in  the  case  of  a  colleague  of  Quenu  during  his 
interneship,  who,  instead  of  making  a  vacuum  in  his  syringe 
for  aspiration,  injected  air,  with  the  instant  death  of  his  patient. 
wide  opening  of  tli>  pleura  by  letting  a  large  amount  of 
air  suddenly  into  tin  chest  cavity  intensifies  tin 

A.  difference  must  be  made  between  thoe  vhieh  breathe 

calmly  throughout  the  narcosis  and   those  which  show 
torOUS  breathing  from  the  start.     In  the  former  case  when  the 
pleura  is  opened  the  in-rush  of  air  is  much  more  effective  in 
giving  rise  to  the  reflex  irritation. 

The  Effect]  <>f  Drainage.  The  question  of  drainage 
is   one    requiring  earnest    consideration.     One   must   weigh 

the  necessity  of  providing  for  the  discharge  of  the  secretion 
from   the   irritated    pleura   with    the    necessity   of    preventing 
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idary  pneumothorax.  Qu6nu  and  Longuet 
middle  course  by  the  use  of  an  apparatus  similar  to  Bigelow's 
n  apparatus  for  the  bladder  after  litholapaxy,  so  as  to 
get  drainage  without  admission  of  air.  I  believe  if  drainage 
is  adopted  other  than  into  a  vacuum,  gauze  should  be  pn  :■ 
to  tubes,  a>  we  know  how  a  little  piece  of  gauze  will  control 
pneumothorax  and  will  at  the  same  time  permit  of  sufficient 
discharge.  A  study  of  Maas's  case  shows  how,  with  satis- 
factory asepsis,  the  wound  may  he  safely  closed  without  any 
provision  for  drainage  beyond  leaving  a  small,  dependent 
corner  of  the  wound  unsutured.  Animal  experiments  accord 
with  clinical  observation-,  that  the  air  is  gradually  absorbed. 
A  study  of  the  eases  like  that  of  Maas  shows  that  the  air  in 
the  cavity  is  rapidly  absorbed,  in  his  case  by  the  fifth  day. 
Even  with  two  drainage-tubes  (Kronlein's  case)  the  pneumo- 
thorax disappeared  rapidly.  See  also  eases  of  Leisrinck, 
Miiller,  Alsberg  (XXIV.)*  and  Bardeleben  (XXV.).  Bou- 
veret  and  S  ihede,  says  Gerulanos,  have  called  attention  to  the 
valvular  action  of  a  tightly  applied  dressing,  and  Aufrecht 
broached  the  theory  that  the  collapsed  lung  will  expand  in 
inspiration  when  the  chest  opening  is  smaller  tbau  a 
main  bronchus. 

The  Limits  of  Operation.  Although  the  result  was 
good  in  Humbert's  case,  he  was  so  impressed  with  the  dan- 
gers and  difficulties  of  the  operation  when  the  diaphragm  was 
involved  in  the  disease  that  he  counselled  deciding  against 
operation  if  it  were  possible  to  determine  beforehand  that  the 
diaphragm  would  in  all  probability  have  to  be  attacked  with 
the  knife. 

Let  us  examine  the  eases  and  classify  them  so  as  to  see 
what  our  limitations  are  : 


Costal  operations,  extrapleurr.  in  which  the   pericardium 

was  opened;  there  was  immediate  fall  in  the  pulse,  but  he 

recovered  1 

penetrating,  pericardium  opened 0 

diaphragmatic  adhesions  separated                                   .       .2 
adhesions  between  Lung  and  tumor  separated 
died I 
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il  operations,  diaphragm  incised  or  portl                  .       .       .       .  i 

case  of  Leisrinck,  Mikulicz,  and  Humbe                            .  3 

if  Ihihn,  <licl 1 

portions  of  Lung  excised 6 

Lower  and  middle  lobes  excised    Helferich),  died  .       .       .  l 

limited  portions  i                                          .      .       .       .  i 

!  i  ,  died l 

sternal  cases  (see  table  .  Both  pleurae  and  peric  u  Lium  i 

recovered l 

This  was  Bftnig'fl  remarkable 

A  consideration  of  these  results  and  the  phenomena  oba 
in  the  course  of  operation  justifies  the  conclusion  that  the 

trouble  rather  arises  from  the  prolongation  of  the  operation 
by  reason  of  the  intrapleural  manipulation  than  on  account 
of  the  severity  of  the  procedures. 

The  remarkably  successful  experiments  of  Biondi  on  animals, 
in  1882,  in  which  he  extirpated  the  right  lung  in  twenty-thi 
with  twelve  recoveries  ;  both  apices  in  three,  with  three  recov- 
eries; middle  lobe  in  one,  with  one  recovery,  and  the  almost 
equally  good  results  of  Zakharwitch  (Murphy's  paper),  demon- 
strated that,  at  least  in  animals,  there  was  almost  no  limit  to  the 
possibilities  in  operations  on  the  lung.  The  recovery  of  Milton 
Antony's  patient  (in  Georgia)  in  1821 ,  in  whom  he  had  resected 
two  ribs  and  scooped  a  tumor  out  of  the  lung  (this  was  the 
operation  which  Dieffenbach  criticised  afterward  so  severely), 
and  the  equally  successful  case  of  Pean,  in  1861  (Murphy  is 
wrong  in  stating  that  this  was  a  tumor  of  the  ribs  ;  Paget 
quotes  the  case  from  the  original  article  as  one  simply  of 
tumor  of  the  lung),  were  the  first  pneumectomies  on  the 
human.  Since  these  the  lung  has  beeu  attacked  in  a  consid- 
erable number  of  instances  with  success.  Witness  the  i 
of  Tuffier  in  1891,  done  with  the  stripping  of  the  parietal 
pleura  ;  Mr..  Lowson,  of  Hull,  in  which  he  resected  the  apex 
of  the  right  lung  after  preliminary  injection  into  the  pleural 
cavity  of  air  through  a  trocar,  connected  with  a  Junker's 
bottle  and  bellows,1  and  the  cases  referred  to  in  this  paper. 
These  cases  have  brought  the  lung  into  the  field  ot  operative 
BUrgery,  and  though  no  case  is  on  record  where  the  whole 
lung,  nor,  indeed,  a  whole  lobe,  has  been  removed  in  man 
with  success,  yet  the  results  in  animals  certainly  seem  to  indi- 

1  Lowson,  not  Lawson,  as  some  have  it.    Brit.  Med.  Journal,  Jane  8,  18 
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the  possibility  in  the  future  of  more  extensive  worl 
excision  by  means  of  the  V-shaped  incision  of  Schmid  (18v 
with  sewing  over  of  the  lung  stump.  so  as  to  cover  in  tin  bron- 
chus, in  conjunction  with  the  Fell-O'Dwyer  apparatus  for 
forced  respiration,  and  the  proper  closure  of  the  parietal 
wound,  will  yield  better  results  than  was  obtained  by  Ilel- 
ferich  in  the  ease  reported  in  this  paper  (Cas<  XLIX.j,  in 
which  he  resected  two  whole  lobes  of  one  lung  with  only 
Blight  circulatory  and  respiratory  disturbances,  and  without 
any  artificial  respiration.  He  utilized  a  portion  of  the  lung 
in  covering  the  root-stump.  Murphy  has  demonstrated  by 
experiments  on  dogs  that  the  root  of  the  lung;  may  he  grasped 
not  only  without  had  effect,  but  actually  with  decided  im- 
provement of  all  the  symptoms  due  to  the  pneumothorax.  In 
a  dog,  too,  which  lived  eighteen  weeks  after  extirpation  of  the 
three  lobes  of  the  right  lung,  he  showed  that  there  was  definite 
closure  of  the  large  bronchus  tied  before  the  lung  was  cut  away. 

Finally,  Murphy  has  given  us  very  satisfactory  physiologi- 
cal argument  to  justify  our  expectation  that  the  patient  may- 
be able,  at  hast  during  the  operation,  to  dispense  with  one 
whole  lung. 

"  Our  extreme  respiratory  capacity/'  he  says,  "  is  3358  c.c. 
In  an  ordinary  exchange  it  is  114  c.c.  at  rest  to  360  c.c.  in 
ext  rcise  ;  therefore,  the  extreme  capacity  is  equal  to  at  least 
ten  times  the  ordinary  exchange.  Pathologically,  we  re 
nize  that  with  one  lung  entirely  disabled  by  pleuritic  effusion, 
and  the  capacity  of  the  other  lung  greatly  diminished  by  die- 
placement  of  the  mediastinal  septum,  the  respiratory  change 
till  able  to  sustain  life.  These  physiological  and  patho- 
logical fact-  prove  that  with  our  surgical  technique  suffi- 
ciently advanced  an  entire  lung  may  be  removed,  as  the  body 
can  dispense  with  it."  "  The  accepted  theory,"  he  continues, 
"is  that  the  exchange  between  lungs  and  blood  is  effected 
by  physical  and  chemical  means,  the  most  important  of 
which  is  diffusion.  The  surface  through  which  this  diffu- 
sion takes  place  is  ninety  square  metres,  and  through  this 
there  are  diffused  300  c.c.  of  carbon  dioxide  and  about  the 
same  quantity  of  oxygen  per  minute  in  ordinary  respiration." 


/•:   ii'.  I'AiniAM-  347 

"The  question  which  concerns  the  Burgeon  in  this  relation 
is  how  much  of  the  ninety  square  metres  of  this  surface  can 
be  dispensed  with  suddenly,  and  how  much  c:m  be  dispensed 
with  slowly,  the  former  by  amputation  or  compression  of  the 
Lung,  the  latter  by  disease    processes.     Clinical    experience 

shows  that  one  lung  may  he  suddenly  rendered  entirely 
functionless  without  materially  embarrassing  respiration,  as 
in  pneumothorax  and  heinatothorax,  as  I  hav<  demonstrated 
experimentally  and  therapeutically  by  nitrogen  gas  injections 
into  the  pleura."  A  ease  particularly  illustrating  this  point 
is  that  of  Heineke  (  ase  XXIV.),  in  which,  although  the 
right  lung  was  practically  eliminated  from  the  work  of 
respiration,  there  was  no  noteworthy  disturbance  of  either 
circulation  or  respiration. 

We  may  then  feel  justified  when  we  start  out  to  remo?  a 
tumor  of  the  thoracic  wall,  in  doing  a  radical  extirpation  of 
the  disease,  provided  that  it  does  not  carry  us  beyond  the 
capacity  of  the  individual  patient  to  endure  the  operative  attack. 

Suggestions  fob  the  Prevention  of  Pneumothorax. 

1.  Early  operation,  before  the  tumor  is  of  great  size. 

2.  Preliminary  adhesions  (see  Billroth's  and  Gauthier's 
cases). 

Substitution    of    temporary   hydrothorax    for    pneumo- 
thorax.    (See  Witzel's  case,  XXXII.) 

4.  Injection  of  sterilized  air  (Lowson,  British  Medical 
Journal,  June  :},   1893). 

5.  Tuffier  and  Hallion's  intubation  method. 

6.  Quenu  and  Longuet*s  intrabronchial  tension,  with  the 
aid  of  compressed  air  to  neutralize  the  mediastinal  vacuum. 

7.  Doyen's  method. 

8.  Fell-O'Dwyei-  apparatus  (see  Par  ham's  case.  LII.). 

9.  Stitching  up  the  lung  to  the  margin  of  the  thoracic 
wound,  as  practised  by  Tuffier,  Bayer,  and  myself.  Quenu 
objects  to  this  as   causing   emphysema,   l»ut   I   believe  the 

objection  of   little  moment. 

10.  Obturation  of  the  wound  of  the  pleura,  (a)  by  the 
finger;  (6)  by  a  compress;  (c)  by  suturing  the  flap.     Some- 
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times  by  taking  a  flap  from  a  distance  with  a  pedicle 
Vautrin  did  in  his  first  case)  the  wound  may  be  closed. 

11.  Freeing  the  parietal  pleura  by  dissection,  sinking  it 
into  the  chest,  and  uniting  it  by  Butures  with  the  visceral 
lay. t,  as  practised  byVautrin  in  his  second  case  (XXXVII.). 

12.  The  patient  may  be  directed  at  the  termination  of  the 
operation — when  the  wound  has  been  closed,  except  where  a 
small  tube  is  inserted — to  take  a  deep  inspiration  to  force  the 
air  out  of  the  pleural  cavity;  at  this  moment  the  tube  is 
quickly  withdrawn  and  the  wound  hermetically  closed. 

This  was  done  in  Marsh's  case  (XXXIII.). 

13.  The  air  may  be  gotten  rid  of,  partly  at  least,  by  aspi- 
ration, as  in  my  second  case. 

Tim:  Treatment  of  Shock  and  Hemorrhage.  In 
this  class  of  cases  the  treatment  of  shock  will  not  differ  mate- 
rially from  its  treatment  in  other  operations.  Saline  infusion 
will  render  conspicuous  service  in  chest  surgery.  To  get  the 
best  results  it  must  be  given  intravenously,  and  must  always 
be  given  as  hot  as  can  be  borne,  say  115°  to  120°,  especially 
when  given  for  shock. 

It  strikes  me  that  the  new  surgical  table  of  Pyle,  described 
in  a  recent  number  of  the  New  York  Medical  Journal,  equipped 
as  it  is  with  every  provision  for  au  emergency,  and  especially 
its  arrangements  for  keeping  the  patient  warm,  will  prove 
particularly  useful  in  intrathoracic  surgery. 

I  cannot  leave  this  subject  without  again  paying  tribute  to 
the  Fell-O'Dwyer  apparatus  for  forced  respiration. 

Matas  has,  in  his  paper  referred  to,  given  a  history  of  the 
evolution  of  this  admirable  apparatus,  and  has  indicated  its 
wide  range  of  usefulness  in  chest  surgery.  The  assistance 
rendered  me  in  my  second  case  was  so  striking  that  I  can 
without  hesitation  indorse  every  word  that  has  been  said  in 
its  favor.  Indeed,  so  imbued  am  I  with  its  great  value  that 
I  believe  no  surgeon  now  would  be  justified  in  attempting  a 
thoracic  resection  without  having  the  Fell-O'Dwyer  appa- 
ratus at  hand.  I  believe  it  will  revolutionize  this  field  of 
surgery,  making  possible  operations  in  the  chest  that  would 
otherwise  be  clearly  too  hazardous  to  be  justified. 
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tion-. 

Result 

1  . 

tumor. 

Barcoma     [mperl 

1 

Bolden, 

1 

Brit.  Med. 

of  gladi-    moval  of  tumor 

ful    methoi 

Journ, 

only  tOJ 

modi 

ii.  p. 

partly 
calcified. 

rior  surface  ol 
the  bone. 

in  \> 

EUmig, 

F. 

Sternal      Part  of  manu- 

Both  pleurae 

very  ; 

Only  slight  n 

Centralbl.  f. 

36 

:a.      brium,  the 

and  pericar- 

tory   troub 

Cliir..  L882, 

gladiolus  and 

dium  opened: 

later  from 

No.  42. 

the  rib 

both  Internal 

recurrence 

Of    pulse  .     dura- 

from Becond 

mamn 

iti  Lungs. 

tion  ot  operation 

•  low  n  ward 

tied. 

:;  hours ;  collapse 

1  left),  and  ends 

Blight  at  termina- 

of cartila 
the  right. 
Bight  half  of 

tion. 

3 

K  lister. 

M. 

Gumma 

Bight  pleura 
opened,  Size 

Recovery. 

Berlin  klin. 

30 

oi 

gladiolus  and 

Woch. 

gladiolus. 

Bd  and  itli  ribs. 

of  10-pfennig 

p.  127. 

piece. 

4 

Ffeififer, 

M. 

Sarcoma 

Gladiolus  and 

Bight  pleura 

Died  6th  dy. 

i  itiier  tumors 

licit  rag.  z. 

15 

of  gladi- 
olus. 

2d,  3d,  and  4th 

opened  and 

pericardi- 

at autopsy  in  ith 

lvllllt  (1. 

ribs  ;   right  and 

pericardium 

tis,  hemo- 

rib,   pubes.    in 

-       ual 

left  side. 

exposed. 

thorax  ami 

aortic  glands, 

Tumoren. 

pleurisy  : 

liver,   ami    right 

Halle,  1884. 

fresh  tubcr- 

-  in 

lllll'J-. 

•very. 

kidney. 

5 

Bardenheuer, 

il. Hied. 

F. 

Fibroid 
of  manu- 

Manubrium, 
two-thirds  of 

Tumor  extended  to 

larynx. 

Woch..  1885, 

brium. 

clavicle.  •!<[ 

Ins.  and  both  cla- 

xi.  p 
[bid. 

and  3d  riD8. 

6 

M. 

Sarcoma 

Manubrium, 

Int.  jugular 

Recovery. 

of 

two-thirds  of 

torn  ;  ' 

clavicle. 

clavicle,  1st 
and  2d  ribs. 

innominate, 

subclavian, 

int.  and  c.\t. 

Jugular  veins. 

7 

Ibid. 

Manubrium. 

Recovery. 

No      other      details 

given. 

8 

Ibid. 

Manubrium. 

Death. 

'  her     detai  Is 



given. 

9 

[bid. 

Manubrium. 

Death. 

No     other     details 





given. 

10 

Ibid. 

F. 

Retro- 
sternal 

Manubrium. 
l>art  of  gladi- 

Recovery. 

fibroid. 

olus,  1st  and 

'li\  ribs,  and 

inner  end  of 

clavicle. 

11 

Ibid. 

Betro- 
ernal 

Recovery. 

fibroid. 

12 

Jaenel, 

F.     Sarcoma 

Manubrium, 

Betro-sternal 

very. 

urn  alter    a 

Besectio 

12 

Of  manu- 

1st and  _d  ribs 

tissues  in- 

yea:. 

erni. 

brium. 

volved,  and 

[naug. 

cauterized 

Erlangen, 

\  1th  nitric 

1887. 

acid  ami 

cautery. 

18 

iMldoIl. 

F. 

Fnchon- 

Manubrium, 

Internal 

very. 

Tumor 

Jour.  de  Med. 

28   droma  of 

part  Of  gladi- 

mamillary 

by   ■•; 

de  1 '.on  loan  x. 

gladiolus. 

olus,  a 

1  but 

befon 

June  1 

and  Jd  ribs. 

not  injured  ; 

nodu 

suppuration 

•    from 

of  wound. 

domastold  : 

i 

bind  her  back. 

THORACIC  RESECTION  FOR  TUMORS. 


No.      Ri 


loni, 


16 


and 


17 


Mar.  4, 
p.  241. 

Doyen,         M 

Prov.     37 

de  Chir 

iv.  p 


Mynter, 

A  i  ma  Is  of       '-'0 
Surgery,  1891, 

xiii.  p.  96. 


18 


19 


Keen, 
Med. 
Reporter, 

Marc 
vol.  lxxvi. 

Ibid. 


_ 


Weinlechner, 

P.erichtd.k.k. 
Krnkanstl. 
Rud.  Stlft.  In 
Wien 

p.  124. 


K  .nig, 
Campe, 
[nang 
L894. 


Nature 
Of 

tumor. 

ation. 

i'lica- 

Myxo- 

us and 

None. 

Death  loth 

sarcoma 

2d,  8d,  and  itii 

day  from 

ribs. 

pneumonia 

Sarcoma 

Inches 

None. 

Recovery. 

Right     breai 

is  and 

moved  for  carci- 

2d to  ,".tli  ribs. 

noma  22  months 

he  fore. 

Sarcoma 

Manubrium, 

None. 

Recovery. 

Rt.  and  it.  brachio- 

of manu- 

:  both 

cephalic  vein  dis- 

brium. 

clavicles,  and 
1st  rib. 

;  Lungs  and 

heart    seen  ;    hut 
neither   pleura 
nor    ]>ericardium 
opened. 

■ 

Gladiolus  (6  sq. 

None. 

Recoverv. 

Weight  bet.  \ .',  and 

removed,  also 

glands  from  both 

sarcoma 

in.)  trom  3d 

of  gladi- 
olus. 

nearly  to  6th 

iibs,  and  3d, 

axillae  and   sub- 

4th and  5th 

clavian    glands  | 

ribs. 

pericardii; 
posed.     Ascribed 

to  injury   from 
handle  of  broom. 
Dr. Mynter  kindly 
writes     me     that 
patient    died    in 
Ireland     a     year 

later,  probably 

from  recurrence. 

Sarcoma 

Manubrium, 

Suppuration 

Recovery. 

No  recurrence  after 

manu- 

% clavicle.  1st 
rib,  ami 

01  wound  ; 

15  months. 

brium 

drainage  by 

and  ster- 

nocleidoinas- 

Cathcart's 

nocleido- 

toid. 

method. 

mastoid. 

Carcino- 

Part of  the 

Carcinoma  of 

Recovery. 

Lt.  breast  removed 

ma  of 

manubrium 

both  breasts. 

March  1,1891;  re- 

manu- 

and the  gladi- 

current nodule  in 

brium 

olus  and  2d 

scar  May  21 

and 

and  3d  ribs. 

right  breast  and 

gladi- 

parts of  sternum 
Mar.  22,  1894  :  re- 

olus. 

currence  and 

death  Aug.  189*. 

2  tumors ; 

Soft  tumor  re- 

None. 

Death  5th 

Extended  from  an- 

primary, 

moved  with 

day  from 

terior  surface   of 

chondro- 

knife, the  hard 

pyemia. 

manubrium  to 

ma; 

one  with  gouge 
to  level  of  ster- 

Left   axilla;     the 

Bec'dary, 

soft     tumor     was 

colloid 

num. 

in  mammary 

sarcoma ; 

glands,  hard'  one 

hard 

on  manubrium. 

tumor 

50  years' 

duration, 

soft  turn. 

3  years. 

Sarcoma, 

Resection  of 

None. 

Died  ; 

No  collapse  of  lung 

right 

sternum  2d  to 

brown 

( adhesions 

side,  fist 

5tb  ribs,  l.oth 

atrophy  of 

spiration  regular, 

size. 

sides ;  opening 
in  right  pleura 

5  mark  size. 

heart. 

pulse    remained 
good  ;  dys] 
and  feeble  heart- 
action    Sll 

quently. 

/.    W.   PARHAM.  35] 

The  above  table  is  taken,  with  some  alterations  and  addi- 
.  from  Keen's  article  in  the  Medical  and  Surgical  Re- 
porter, 1897,  lxxvi.  p.  393.  The  last  two  cases  have 
added.  It  is  worthy  of  note  that  in  one  of  Keen's  cases  (Case 
XVIII.)  Cathcart's  method  of  drainage  by  intermittent 
Bipbonage  was  employed  with  admirable  effect  in  keeping 
the  mediastinal  space  dry.  Immediate  result:  Recov< 
14  ;  died,  6  ;  not  stated,  1  ;  30  per  cent,  fatal.  Case  II.  both 
pleura  and  pericardium  opened,  recovered,  as  did  also  Case 
III.,  with  right  pleura  opened,  but  Case  XXI.,  right  pleura 
opened,  and  Case  IV.,  both  right  pleura  and  pericardium 
opened ;  both  died.  Age  may  have  had  something  to  do 
with  the  death  of  Case  XXI.,  but  the  heart  trouble  evidently 
had  some  effect,  and  tuberculosis  was  evidently  a  factor  in 
Case  IV. 
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1  in-    r.u;i  l.    I  vi.cdi  B 


year. 

and, 
1818 

Sex 
do        and      Cane 

duration. 

and 

situation. 

Rapidity 

ol 
growth. 

2  oper. 

l>etore 
Kicher- 

■ 
cation. 

1 

Paper  before        Adt  10, 
Loyal  Academy,  French 
translation  by     BOrgeoil 
Thomas  Wilson. 

mours. 

h.Zeitach 

bir.,  Oct., 

Leouhard  Meyer.     ! 
Inaug.  Dif 
Erlangeu,  I 

Beitriige  zur  gen-      M. 
aueren  Keir 
derThorazgeach-  stated. 

wiilste.     Berlin 
klin.  Woch..  L868, 
v.  369. 
Ibid. 

Ibid.                     M.  33 

Rep.  by  Israel,       F.  32 
8th  German  Con- 
gress tor  Surgery, 

L879,  }'.   l>. 
Langenbeck's          F. 
Arch.  f.  kl.  Chir., 
id.  xx.p.26 

Canada  Lancet,      M.  29 
1^71-1^7.").     Rep. 
by  Sylvester. 

Albert's              Un- 
Lehrbuch  der     known. 
Chir.                F.  is 
Deut.  Gesllsch. 
f.  Chir.,  viii.  2  x, 
p.  80.    Reported 
by  Kolaczek. 

Deut.  Zeitschrft.      M.  46 
f.  chir.  1891,  Bd. 
xxxii.  Rep.  from 
Fischer's  Clinic. 

M.  37 
Arch..Bd.  xxvi. 
Plitt'slnaug. 

Wiener  med.          M.37 
Woch.,  1882,  pp. 

20  and  21. 
Deut   Zeitachf.        F.  1^ 
f.  Chir.,  1893,  I'. 

article.) 

an. 

■  ;  6th  and 

7th  nb».  Left  side. 

Carcino- 
ma. 

Reaching  from  3d 

to  7th  ribs,  and 
from  left  sternal 
edge  to  axillary 

line ;  left  Bide. 

13  in.  in  breadth. 

11  in.  vertically; 

right  side. 

Pilling  space 

from  vertebral 
column  to  ster- 
num. 
Size  of  tist :  right 
side. 

Size  of  two 
left  side. 

Elastic  tumor  of 

mamma  size  ; 

right  side. 

From  size  of  pea 

grown  to  be  size 

of  man's  fist  ; 

right  Bide. 

Anterior  chest- 
wall. 
Left  side  of  chest, 
extending  from 
clavicle  to  costal 
arch. 

of  child's 

head  ;  right  Bide. 

Extending  from 

5th  rib  to  lower 

border  of  thorax. 

and  from  edge  oi 

sternum  to  lower 

angle  of  scapula  ; 

ri<:ht  side. 

Size  of  man's 

bead;  3d  to  :.th 

rib-  of  ri-': 

Reached  size  of 

child's  head. 

- 
noma. 
Chondro- 

4 

5 

6 

7 

Hevfelder, 
J.  P. 
1862 

Hevfelder, 
J.  P. 

Hevfelder, 
J.  P. 

Langenbeck, 

fracture  of 

7th  and  8th 

ribs  one  yr. 

before." 

10  years. 

10  yean ; 

breast  in- 
iammation 

Rapid. 

Slow  at 

lirst.  then 

rapid. 

Slow. 

ma. 

Chondro- 
ma. 

Chondro- 
ma. 

Chondro- 
ma. 

Sarcoma. 

Sarcoma. 

1873 

9     O- 

10    Wattmann, 

6  years. 

Unknown 
4  years. 

Kick  of 
hind  foot  of 
horse  3  yrs. 

before. 
Blow  given 

6  months 
previously. 

Noted  for 
4  years. 

Noted 
8  months. 

ma. 



ma. 

12 

13 

14 
15 

her. 

Tietze, 
1879 

Leisrinck, 
1880 

Weinlechner 
1880 

Kr.inlein, 
•  -88 

ma. 

Rapid. 

Sarcoma. 

Rapid. 

chondro- 
sarcoma. 

Sarcoma. 

PARHAM. 


IN  rRAPLEURAL   OPERATIONS. 


Size 

.ioti.aiKi'v-       pleural 

thetic,  duration,     opening. 

Phenomena 
on  opening 

Draii 

and 
suture. 

Crucial  incision, 

resection  of  6th 

ami  .th  ribe  ;  no 

anaesthetic. 

8  Bq.  Inches 

Size  not 

Btal 

FiUL-er 
puncture. 

(  orresp'nd- 

Ing  to  7th 

and  Mh 

ribs. 

Pneumo- 
thorax 

anxiety  and 

oppression. 

'  with 
hand  ;  oil 

compress. 

None. 

Death    from     n 
rence  l  month 

keen' 

Pneumo- 
thorax. 

( )btm 

with  finger  ; 

Soft  parts 
dropped  over 
wound  ;  COm- 

Partial 
suture. 

suit  not  Btated. 

Died  '-'  <!;•.•  - 

7ch  and  8th  ribs 

supporting  tumor 

rest 'ctoil  together 

with  involved 

pleura. 

ration. 



ration. 
Died  in 

Exposed  1  to 3  in. 

of  4tb  rib  :  pleura 
dissected  loose. 

Involved  two  ribfl 
and  correspond- 
ing costal  pleura. 

Died  on  13th  day. 

Died  from  carbolic  in- 

Pleura torn 
in  two 
places. 
Finger 

puncture. 

toxication   :;   months 
later. 

Death    followed    after 

3   months   from    ex- 
haustion. 
Recovery. 

Dyspnoea. 

Dyspnoea 

jiit. 

Collapse : 

pu  lse  and 
respiration 

bad. 

collapse. 

(  ollapse  and 
cyai 

Death  from   pyo- 

4th,  5th,  6th,  7th 

iib^  and  sub- 
jacent pleura. 

10 cm.  of  6th,  7th, 

sth,  9th  ri 

6th  and  7th  ribs 

ted. 

8d,  Ml).. "ah  ribs 
te  1  with  in- 
voked pleura. 
6th  r 

Defect  in 
pleura  size 

of  child's 
head. 

Pleura  torn 

iting 

diaphragm 

from  tumor 

Wound  su- 
tured and 
drainage 
tube  : 
salicylic  acid 
solution  used 
to  wash  out 
pleura. 

pneumoth< 

rence 
one  year  later :  death. 

Death  second  day ; 

Wound 

sutured  and 

drained. 

Wound 

washed  with 
salicylic  solu- 
tion and 

sutured  with 

two 
dfa 

Ether  in- 
ons; 

Faradization 
of  phrenics. 

adhesions. 
■i  fifth  day. 

Pleura 

widely 

ied. 

Rapid 

pleti  • 

wound 
packed. 

- 
of  ■ 

!*a!                               re- 

' 


:\.',\ 


THORACIC  RESECTION  FOR  TUMORS. 


Operator  { 
rear. 


1884 

iterich, 
18    :■: 


-  bede, 


20 


Trendelen- 
burg, 


21    Tletze, 


dn,  L. 


K  inig, 

1887 

Heineke, 
1889 

Miiller, 


[ahn, 


27 


Alsberg, 


:  Park 


Bibliographic 
e  oce. 


Revue  d< 

.  vi.  p. 
297. 


Langenbeck'a 

Airli.l.  kl.  Chir. 

1886,  xxxiii, 

p.  814. 

Schede's  Report 

ut  Hamburg  Died. 

Mav  »^. 

1886. 

Leonhard  Meyer, 

Inaug.  Dies., 

_  en,  1889. 
Baldus,  Inaug. 

Diss.,  Bonn. 

Dent  Zeitschft. 

f.  Chir.,  1891, 

Bd.  xxxii. 


Bulletin  de  M.  41 

I' Acad.  Royalede 
M.'-d.,  Belgique, 
iv.  e  Tome  ii., 

1887. 

Gerulanos,  and      F.  26 
Paget'a  Burgery 
of  Chest,  i- 
Leon hard  Meyer.     M.  31 
Enaug.  Dia 
Erlangen,  :  - 
Paget's  Burgery     M.  24 
of  Chest,  p. 


Deutsche  med. 
Woch 

No.  50,  p.  1034. 


Riesenfeld  in 

he  med. 
Woch..  1889, 
p.  321. 

Annals  of  Surg., 

1888,  vol.  viii. 

pp.  254-57. 


Fische 

cal  Clinic  in 
slan. 


and 
age. 


[.21 


M.  12 


M.  61 


M.  66 


Operated 
On  twice 
in  1888. 


Size  and 
situation. 


Rapidity 

jrrowth. 


- 


s  be-j  First  size  of  hen's    Slow  at    ' 
lore  had  a      egg,  afterward     first,  then        ma 
Larger.         rapid. 


blow  from 
heavy  stick 

Operated 
on  in  1882. 


Fall,  bruis- 
ing right 


Tumor  seated  on 
anterior  aspect  of 

left  thorax,  semi- 
^1  herical  in 

Size  of  female 
breast. 


Slowly, 

and  with 

pain. 


Carcino- 
ma. 


Myxo- 
chondro- 
ma. 


Spindle- 
celled 

sarcoma. 


Kib  broken 
l'o  years 

previously. 

In  1887  fell 

strik'gside 
heavily. 

Noted  for 
4  vears. 


At  first  small,  but     Slowly, 
after  two  opera-  and  then 
tions  grew  ra-       rapidly  « 
pidly  ;  right  side,  and  with 
pain. 

Size  of  fist,  over      

6th  to  tub  ribs. 


M.  33      Had  been 
operated 
on  twice  in 
188S  before. 


Size  of  fist,  on 
lower  part  Of 

thorax. 

From  4th  to  7th 

ribs,  from  near 

sternum  to  near 

axillary  line. 

Size  of  two  fists. 


Rapidly 

and  pain- 
fully. 


Chondro- 

myxo- 
Barcoma. 
Sarcoma. 


Chondro- 
sarcoma. 


Rapid.     Chondro- 
sarcoma. 


F.  22        First  noticed 

when  of  a  walnut 

size,  j,rrew  to  be 

size  of  goose  egg; 

left  side. 

M.  33      Noticed  a        

nodule  20 
yean 

on  left  leg, 
rein<>-, 
returned. 
amputated; 
growth  size 
of  he: 
now  ap- 
red  on 
left  nipple. 

Blow  on  it.  Sizeof  man's  fist, 
breast  at  19;     n  cm.  length 
a  hard  1">  cm.  breadth, 

lump  de-      12  cm,  height 
veloped. 


Slow 
growth. 


Blow, 

then 
rapid. 


Chondro- 
ma. 


Spindle- 
and 

round- 


.-arcoma. 


1  have  been  included  among  the  extra-pleura!  operations. 


/■•.  w.  iwniiAM. 
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Operation,  anaes- 
thetic, duration. 

pleural 

ting. 
Lai 

Phenomena 
on  opening. 

Manag 
of. 

Drainage 

and 

sut  . 

Rem 

7th.  Bth,9th  riba 

ted. 

11  cm. of  9th,  10th, 

&  1 1th  ribs  with 

corresp.  pleura 
tea  ;  chlorof. 
Portion  Of  thorax 
wull  removed. 

Butun 

drain  left  in 
interior  angle 

Wound 

i  witli 
tWO  row-  of 

sutures. 

Etecoi  ■ 

Mild. 

•TV. 

Recovery. 

Drain  put  in 

and  wound 

sutured. 

Discharged  cured  after 

4th  and  .">th  ribs 
resected. 

8th  and  9th  ribs 
with  adherent 
pleura  resected. 

8th  rib  resected 
with  adherent 
pleura. 
7th,  8th,  and  9th 
riba  resected  with 
adherent  pleura. 
1th,  5th,  and  6th 
'ribs  resected  with 
adherent  pleura 
and  portion  of 
diseased  lung. 
6th,  7th.  st I).  9th. 
and  lt)th  rlhe,  and 
!   piece  of  perito- 
neum, size  of 
palm  nf  hand, 

led. 
8th  rib  resected 
with  adherent 
pleura. 

1th,  5th,  6th,  and 

7th  ribs  with 
thoracic  attach- 
ments, resected. 
Ether. 

."> 1 1 1  rib  rest 



very  :    July,  lvv7. 

Mild. 

small  recur.;  Di 
irrence,  with 

grene  of  foot,  which 

-    removed. 
1889,  recur.  ;  death. 

Recovery. 
Recovery.  Recui 

Freely 
opened. 

Mild. 
Stormy. 

Moss  pillow 
dressing 

Inject  [< 
ether  and 
camphor. 

Sutured,  and 
eft  for 
drainage. 

three  years  later  ;  re- 
covery. 

Discharged.  Recur'nce 

Gap  in 

pleura 

large  as  a 

saucer. 

Pleura  ex- 
tensively 
opened. 

July.  1888;  operation; 
recovery. 
Recovery.  Recurrence 

three  and  a  halt 
after:  operation  ;    re- 
covery. 

Death  a  few  days  after. 

Mild. 

Mild. 

Mild. 

Sutured,  with 

iodoform 
gauze  drain. 

Sutured,  and 

antiseptic 
compress. 

Sutured,  and 
(i  inn 

cry. 
Death. 

• 

Pleural 
sut 

Reooi ■ 

with  pericardial 
and  pleura!  ad- 
he- 
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- 

Rapiditj 

Bibliographic 

and 

ind          Bizeand 

of 

reference. 

duration.         Bituation. 

growth. 

rin. 

Huitiftme  Con- 

P.  19 

Rt.  breast 

It  extended  from 

-  de  Chir., 

Lyon.  L894. 

enormous 
neoplastic 

mn's\  ob- 

i  only 

6  months." 

sternal  line  to 
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A  P  PEND]  X. 


Gaston  writes  as  follows  in  Saj oils'  Annual,  189<),  Band 
xix. : 

X.  Senn,  in  a  letter  received  by  him  December  27,  1889, 
reports  a  case  of  osteosarcoma  of  the  ribs  operated  on  by 
him. 

He  states  that  a  man,  aged  about  sixty-five  years,  noticed 
four  months  previously  a  small  swelling  on  the  right  lower 
part  of  the  chest.  The  growth  had  reached  the  size  of  a 
hen's  egg  four  weeks  after.  It  was  located  near  the  cartilage 
of  the  tenth  rib,  was  diagnosticated  as  osteosarcoma,  and, 
resection  being  advised,  the  patient  entered  the  Milwaukee 
Hospital  for  that  purpose.  Ether  was  used  for  anaesthesia. 
On  cutting  down  on  the  tumor  the  incisions  were  extended 
so  as  to  remove  the  germ  of  infiltration.  The  rib  on  the 
vertebral  side  of  the  tumor  was  denuded  of  periosteum  and 
divided  with  bone  forceps  about  one  inch  (2.5  cm.)  from  the 
margins  of  the  growth.  In  attempting  to  remove  the  mass 
with  blunt  instruments  the  pleural  cavity  was  opened,  and 
air  rushed  in,  causing  collapse  of  the  lung.  The  tumor, 
with  a  portion  of  pleura,  was  excised,  cutting  through  the 
costal  cartilage  with  the  same  scissors,  thus  exposing  the  col- 
lapsed lung  to  view.  An  antiseptic  compress  occluded  the 
wound  while  the  sutures  were  introduced  and  tied.  Anti- 
septic dressing,  without  drainage.  The  patient  being  threat- 
ened with  collapse,  the  anaesthetic  was  suspended  and  stimu- 
lants administered,  with  a  favorable  result.  The  wound 
healed  by  primary  union.  The  day  after  the  operation  the 
lung  had  partially  expanded,  and  on  the  third  day  no  signs 
of  pneumothorax  could  be  detected.  The  tumor,  on  micro- 
scopical examination,  was  found  to  be  a  round-celled  sarcoma, 


APPENDIX. 

intimately  adherent  to  the  costal  pleura.  Prior  to  operation 
adhesion-  should  be  secured  by  stitching  the  pleural  surface 
around  the  tumor. 

<i.(i.  Hamilton  reports,  in  the  ZAverpool  Medko-Chirurgi- 
oalJournal,  July,  1892, the  case  of  a  lad,  aged  eighteen  years, 

who  had  noticed  for  some  time  on  the  right  side  a  growth 
about  the  size  of  a  walnut,  which  had  lately  grown  to  the 
size  of  a  turkey's  egg.  The  growth  and  the  eleventh  rib 
were  removed,  necessitating  the  opening  of  the  pleural 
cavity.  A  portion  of  the  diaphragm  had  to  be  removed, 
making  an  opening  into  the  peritoneal  cavity.  The  perito- 
neum was  stitched,  the  gap  in  the  diaphragm  closed,  and  a 
large  drainage-tube  placed  in  the  pleural  cavity,  the  outside 
wound  being  brought  together  with  sutures.  The  wound 
healed  by  first  intention,  and  at  the  end  of  a  fortnight  the 
lung  had  expanded  and  the  lad  had  gone  to  work. 

According  to  Sajou'>  Annual,  1889,  "Special  Excisions," 
"  Cerne  success  fully  removed  the  eighth  rib,  with  the  as 
ated  costal  pleura,  for  osteosarcoma,  the  patient  being  a  child.'' 
I  have  not  been  able  to  verify  the  reference,  which  is  given  as 
La  Normandie  M&dicale,  August  1,  1888. 

A  case  is  attributed  also  to  Schnitzler,  of  Vienna  {Medical 
Press  and  (Jircular^  London,  March  14,  1894;  Sajous5  .1//- 
nutti  1895,  Band  xxviii.);  but  I  have  been  unable  to  find 
this  ease,  and  the  notes  in  the  Annual  are  too  inadequate  for 
quotation. 

Qu6nu  and  Longuet  in  their  li-t  credit  two  cases  of  fibroma 

of  the  ribs  to  Demarquay,  stating  simply  that  the  cases  were 
both  women,  and  that  the  neighboring  rib  in  each  case  was 
"ablated,"  but  they  give  no  bibliographical  reference.  The 
source  of  their  information  must  have  been  the  Inaug.  Dis- 
sertation of  Hermann   Plitt,  Berlin,  1890,  where   h( 
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referring  to  the  rarity  of  costal  fibroma:  "  Demarquay  -aw 
two  cases  in  women.     These  were  seated  in  the  precardial 

region,  starting  apparently  from  the  periosteum  and  being 
connected  with  the  pleura.  Nevertheless,  extirpation  was  done 
without  injuring  the  pleura."     Bat  no  details  are  given. 

A  thorough  search  of  the  Library  of  the  Surgeon-General's 
office  in  Washington  fails  to  disclose  any  ease  of  resection  of 
a  rib  for  tumor  to  be  attributed  to  Demarquay.  All  the 
references  in  the  library  to  Demarquay  are  of  tumors  of  the 
breast  proper;  in  none  of  them  was  the  bony  wall  operated 
on.  In  the  Bull.  Soc.  Anat.  de  Pur.,  1844,  xviii.  331,  two 
of  Demarquay  arc  related  of  fibro-cystic  tumor  of  the 
breast  in  women,  aged,  respectively,  forty-six  and  forty-live 
or  fifty  years,  but  in  neither  case  was  the  bony  wall  of  the 
chest  disturbed.  These  I  suspect  of  being  the  same  cases 
as  those  in  Quenu  and  Longuet's  list.  I  have,  therefore, 
rejected  them  from  my  list. 

The  following  case  also  occurs  in  Quenu  and  Longuet's 
table,  but  a  reading  of  it  shows  that  there  was  no  costal 
resection. 

Case  of  Morell-Lavallee,  1861,  enchondroma  of  the  mam- 
mary region  (Bull.  Soc.  de  Chir.  de  Paris,  1862,  2  S.,  iii., 
498-501).  Enchondrome  de  la  region  mammaire,  simulant 
une  enorme  tumeur  du  sein  chez  l'homme.  Operation ; 
guenson. 

.Male,  aged  thirty-five  years,  day  laborer.  Xo  hereditary 
antecedents  ;  no  previous  disease.  Since  birth  the  left  I 
had  been  larger  than  the  right.  Further  back  than  he  can 
remember  the  left  breast  had  always  been  as  large  as  a  fist. 
It  was  about  this  size  until  about  two  and  a  half  months 
ago,  without  ever  having  been  the  seat  of  any  pain.  At  this 
time  it  began  to  grow  quite  rapidly,  and  to-day  has  the  volume 
of  the  head  of  a  child  of  four  years.  It  has  the  form  of  a 
well-developed  woman's  breast,  firm,  except  a  prominence 
breaks  its  regularity  at  the  antero-superior  part. 
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He  was  operated  on  and  recovered.     This  case  is  found  as 
No.  10  in  the  list  of  Schlapfer  von  Bpeicher,  who  gives 
aetly  the   same   bibliographical    reference   (Gaz.  des   H6p.} 

Paris,  1861,  I".!)  as  that  credited  by  Quenu  and  Longuet. 
This  account,  too,  corresponds  with  that  given  in  the  refer- 
ence '(noted  at  the  head  of  this  abstract,  and  is  without  doubt 
the  same.  In  both  references  it  is  distinctly  stated  that  the 
tumor  was  one  of  the  soft  parts.  The  article  in  the  Gdi 
IL'>l>.  gives  it  as  a  congenital  tumor,  cartilaginous,  with  col- 
loidal change,  situated  under  the  pectoralis  major  and  adherent 
to  both  pectorals;  origin  not  quite  distinct.  In  neither  refer- 
ence is  it  stated  that  any  rib  was  resected.  We  believe,  there- 
fore, that  Quenu  and  Longuet  have  wrongly  included  this 
case  in  their  list,  and  so  we  have  excluded  it  from  our  tables. 
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DISCUSSION. 

Dr.  Willis  F.  Westmoreland,  of  Atlanta,  Ga. — This  paper 
will  revolutionize  my  plan  of  treatment  in  reference  to  boj 
of  the  ribs.  There  Lb  no  question  but  that  Dr.  Parham  lias 
i  up  a  field  which  will  materially  change  the  literature  of 
thoracotomy  in  regard  to  operations  upon  the  ribs.  From  a 
pathological  stand-point,  it  has  not  beeo  my  experience  that  sar- 
coma of  the  ribs  follows  a  typical  course.  In  operating  for  sar- 
coma in  bone,  unless  the  surgeon  resects  the  whole  bone,  the 
operation  does  no  good,  bo  far  as  the  ultimate  results  are  con- 
cerned. I  have  declined  to  operate  on  such  cases  as  the  doctor 
has  operated  on.  I  have  gotten  fairly  good  results  in  some  cases 
from  simple  resection  of  the  ribs. 

Another  point  brought  out  by  the  doctor  of  equal  importance 
is  the  control  of  atmospheric  influences  while  operating  on  the 
thoracic  cavity.  His  results  show  that  we  can  expect  more  from 
artificial  respiration  than  we  have  heretofore.  I  have  found  in 
the  majority  of  cases  where  there  was  no  doubt  about  rapidly 
growing  sarcoma  on  other  bones,  that  there  was  no  use  in  oper- 
ating unless  the  patient  was  seen  early  and  complete  removal  of 
the  whole  bone  was  undertaken,  because  extension  along  the 
medullary  canal  was  so  rapid  that  instead  of  the  disease  following- 
one  type,  it  was  spindle-celled,  or  small,  round-celled  sarcoma. 
In  making  a  superficial  examination  of  the  specimen  that  has 
been  passed  around,  I  do  not  know  from  what  portion  of  the 
ribs  the  tumor  was  taken,  but  there  seems  to  be  nothing  strictly 
indicative  of  the  mixed  variety  in  the  whole  case.  As  a  rule,  I 
do  not  think  that  is  true  of  sarcoma  of  bone.  My  observations 
of  sarcomata  of  bone  have  been  that  they  arc  apt  to  be  either  of 
the  mixed  variety,  or  very  early  become  so.  They  do  not  follow- 
a  typical  type  at  all.  If  that  is  true,  we  can  readily  understand 
why  Dr.  Parham  has  had  good  results.  Many  of  you,  doubtless. 
knowthat  the  rib  in  nervous  cases  or  in  cases  of  insanity  under- 
that  no  other  bone  does.  It  seems  t<»  me  very 
peculiar  a-  far  as  that  is  concerned,  but  that  is  my  personal 
observation,  and  we  have  checked  up  cases  from  three  hospitals 
ars.     I  have  never  found  typical  bone  sarcomata  following 
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any    particular    type    thai    had    existed    for  any   length    of   time. 

They  had  always  been  of  the  mixed  variety.  The  moment  the 
cells  become  typical  <>r  embryonic  the  disease  will  take  en  a 
malignancy  equal  t<>  carcinoma. 

The  doctor's  paper  and  specimens  will  change  my  procedure  in 
future  cases. 

Dr.  William  Simpson  Mi. kin,  of  Atlanta.  <  ra. —  I  have  been 
very  much  interested  in  Dr.  Parham's  paper,  although  1  have 
had  do  personal  experience  in  dealing  surgically  with  sarcoma  of 
the  ribs.  There  was  one  point  I  was  particularly  Interested  in, 
namely,  the  pneumothorax,  produced  by  the  air  entering  into 
the  pleura]  cavity  and  causing  such  a  serious  effect.  Recently 
I  operated  on  a  case  of  empyema,  making  Estlander's  operation. 
I  removed  about  thirty-six  inches  of  the  fibs,  from  the  second  to 
the  ninth  inclusive.  No  serious  trouble,  whatever,  was  experi- 
enced in  the  course  of  the  operation,  until  I  removed  the  thick- 
ened pleura  and  intercostal  muscles,  when  the  patient  came 
wry  near  dying  on  the  table.  The  already  contracted  and  com- 
pressed Lung  became  suddenly  collapsed,  and  for  a  few  minutes  I 
thought  my  patient  would  die.  I  did  not  use  the  method  of 
artificial  respiration  suggested  by  the  essayist,  but  I  am  satisfied 
if  I  had  had  the  apparatus  at  hand  I  would  have  done  so  and 
relieved  myself  of  much  anxiety.  After  closing  the  skin-Hap 
over  the  abscess,  and  resorting  to  the  hypodermatic  use  of  strych- 
nine and  a  normal  salt  solution  by  the  rectum,  the  condition  of 
my  patient  began  to  improve.  For  two  or  three  days  after  the 
operation  the  respiration  was  from  40  to  60  per  minute,  and  the 
pulse  from  120  to  100.  As  soon  as  my  patient  became  sufficiently 
conscious  i  about  the  fourth  or  fifth  day)  1  had  him  exercise  the 
lung  by  blowing  through  a  rubber  tube  attached  to  a  series  of 
bottles.  In  this  way  the  lung  was  gradually  expanded,  and  the 
respiration  soon  became  normal. 

Dr.  Louis  McLane  Tiffany,  of  Baltimore,  Md. — The  most 
excellent  paper  of  Dr.  Parham  has  suggested  one  or  two  points 
which  T  would  like  to  have  him  answer  or  elaborate  in  his  closing 
remarks.  He  >poke  of  removing  the  intercostal  muscles,  etc. 
It'  would  be  interesting  t<>  know  whether  in  the  area  from  which 
the  intercostal  tissues  were  removed  the  lymphatic-  ami  blood- 
3  are  still  alive  A.s  m  rule,  Barcoma  generalizes  itself  by 
the  veins,  but  sometimes  it  does  not.     In  sarcoma  of  the  long 
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-  it  is  customary  to  take  away  all  of  the  diseased  portion  of 
the  bone,  then  there  ia  not  likely  to  be  a  recurrence. 

Another  point  ia  with  reference  to  the  entrance  of  air  into  the 

pleural  cavity.  I  have  had  decided  view-  on  this  Bubject  for 
some  time.  I  am  not  familiar  with  the  apparatus  for  artificial 
respiration  used  by  Dr.  Parham,  hut  undoubtedly  it  is  an  admi- 

rable  thin-. 

A-  to  collapse  of*  the  lung  in  operations  upon  the  cheat,  we 
have  noticed  a  material  difference  between  operations  upon  a 
d  chest  and  a  healthy  one.  The  history  which  Dr.  Par- 
ham  gave  has  been  repeated  again  and  again  in  operations  on 
the  healthy  pleura.  When  a  patient  collapse-  there  is  usually  .1 
great  deal  of  trouble.  In  pleurisy  the  chest  cavity  gradually 
tills  and  the  pleurisy  changes  to  empyema,  and  the  fluid  is  aspi- 
rated under  aiuesthesia.  You  are  all  familiar  with  the  large 
trap-door  operations  done  upon  the  chest,  and  the  patient  does 
not  change  respiratory  action  during  the  administration  of  the 
anaesthetic.  We  may  do  whatever  we  like  upon  a  pyothorax,  and 
there  is  no  trouble  with  respiration.  It  ia  very  different  where 
the  pleura  is  intact.  This  is  one  of  the  operations  which  should 
be  done  in  two  stagea.  Anti-eptic  air  should  be  introduced  into 
the  chest  for  a  day  or  two  before  operation,  and  the  lung  made  to 
collapse  and  remain  so.  Dr.  Murphy  has  been  doing  the  same 
thing  with  nitrogen  gas,  and  his  paper  has  been  published  in  the 
Journal  of  the  American  Medical  Association.  We  know  bilateral 
organs  are  luxuries ;  a  person  can  get  along  with  one  ear,  one 
leg,  one  ovary,  and  so  a  patient  can  live  with  one  lung.  I  be- 
lieve we  can  lay  one-half  of  the  chest  wide  open  and  see  inside, 
as  one  looks  inside  the  abdominal  cavity,  and  it  can  be  done  per- 
fect lv  well.  In  other  words,  produce  collapse  of  the  lung,  fill 
the  pleura  with  filtered  air,  and  continue  to  do  so.  Teach  the 
lung  on  that  side  to  collapse  and  remain  so,  and  then  at  the  time 
of  the  operation  it  will  be  like  an  empyema. 

Dr.  \Vi>tmoreland. — In  how  many  cases  have  you  tried 
this  method  of  collapsing  the  lung? 

Dr.  Tii  fan  v. — I  have  not  tried  it  at  all.  The  experiments 
.»!'  Murphy  last  year  show  that  this  can  be  done,  and  the  future 
p  «aibilitiea  are  great  in  this  field  of  surgery. 

Dr.  William  E.  Parker,  of  New  Orleana,  La. — I  had  the 
pleasure  of  witnessing  the  first  of  these  operations  by  Dr.  Par- 
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ham.     lie  was  operating  on  the  case  at  the  Charity  Hospital, 

when  T  happened  to  drop  in,  and  I  can  hear  testimony  afl  to  the 
condition  of   the  patient.       [  thought    he  was  going  to  die  on  the 

table.  I  have  also  had  the  pleasure  of  examining  the  doctor's 
Last  case,  and  the  magnitude  of  the  operation  would  be  impressed 

upon   yon    more   deeply  could    you    have    had   an    opportunity  of 

seeing  the  patient.  I  believe  surgi  ry  of  the  chest  is  in  its  infancy, 
and  that  in  the  next  live  years  great  advances  will  he  made  along 
this  line.  I  believe  the  use  of  the  Fell-O'Dwyer  apparatus  will 
do  a  great  deal  toward  advancing  this  line  of  Burgery.    I  believe 

the  doctor's  case  was  the  first  one  in  which  this  apparatus  has 
been  used  for  this  work. 

Dr.  Parham  (closing  the  discussion). —  Dr.  Westmoreland  has 

alluded  to  the  mixed  character  of  sarcomatous  tumors.  I  found 
in  looking  over  the  literature  of  the  subject  and  studying  up  the 
cases  more  thoroughly,  that  many  of  them  were  mixed,  a-  chon- 
drosarcoma, spindle-cell  and  round-cell  sarcoma.  I  take  this 
opportunity  to  call  attention  to  the  fact  that  so  far  as  the  opera- 
tive diagnosis  of  these  tumors  is  concerned,  it  is  not  so  easy  to 
determine  what  the  character  of  the  tumor  is.  Enchondroma  is 
usually  considered  a  benign  tumor;  it  grows  slowly,  lasting  for 
many  years.  Very  strangely,  many  cases,  as  I  found  in  looking  up 
the  literature,  showed  secondary  growths  or  metastases,  exhibit- 
ing many  of  the  clinical  features  of  malignant  tumors,  so  that  I 
believe  enchondroma  should  be  treated  surgically  as  if  it  were  a 
malignant  tumor.  Dr.  Senn,  in  his  hook  on  tumors,  says  that  an 
enchondroma  very  frequently  takes  on  malignancy  after  opera- 
tive interference  not  radical  in  character.  They,  therefore, 
should  he  operated  on  early  and  thoroughly.  The  great  trouble 
with  this  whole  class  of  tumors  is  this:  They  grow  slowlv,  and 
patients  do  not  consult  us  until  it  is  too  late  to  make  a  radical 
(aire  in  many  ca» 

One  of  the  gentlemen  (Dr.  Elkin)  spoke  of  Estlander's  opera- 
tion; and  Dr.  Tiffany  referred  to  the  difference  between  a 
healthy  pleura  and  one  subjected  a  Long  time  to  suppuration.      1 

with  him  that  there  is  a  great  difference  in  this  respect. 
Opening  the  normal  pleura  is  quite  a  different  matter  from  open- 
ing a  pleura  which  has  been  bound  down  by  adhesions  to  the 
lung,  where  the  operation  is  much  simpler. 
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With  reference  to  removing  the  Lymphatic  tissue,  a  point 
referred  to  by  Dr.  Tiffany,  I  found  that  this  was  not  done  in 
more  than  a  few  cases.  In  some  cases  the  lymphatic  glands  in 
the  axilla,  although  not  involved  at  the  time  of  the  operation, 
were  subsequently  removed.  In  one  case  even  the  supra-clavicu- 
lar glands  were  implicated.      A   third    operation   seemed   to  have 

resulted  in  a  cure,  bo  far  as  1  could  learn  subsequently,  a-  there 
ua>  no  recurrence.     In  most  eases  the  lymphatic  glands  are  nut 

involved.  I  found  the  statement  made  that  in  most  eases  the 
lymphatic  glands  were  not  involved  and  the  tumor  was  strictly 
limited  at  its  base.  There  was  no  evidence  of  infiltration  ; 
there  were  secondary  tumors  in  but  few  of  tin-  cases  that  I 
could  find. 

With  reference  to  taking  away  the  wdiole  bone,  as  is  done  in 
other  parts  of  the  body,  it  would,  of  course,  be  impracticable  to 
do  the  operation  if  that  must  be  done.  Statistics  show  that  by 
going  wide  of  the  tumor,  especially  in  the  enchrondromatous 
variety  of  tumor,  a  radical  cure  may  be  effected  -without  remov- 
ing the  bone  back  to  the  vertebral  column. 

As  to  the  Fell-O'Dwyer  apparatus,  my  attention  was  again 
drawn  to  it  by  Dr.  Matas  in  a  paper  read  by  him  at  the  meeting 
last  year  of  our  State  Medical  Society,  and  I  determined  to  use 
it  if  I  had  another  case,  and  this  case  afforded  the  opportunity. 

As  to  the  introduction  of  air  into  the  pleural  cavity,  which  I  )r. 
Tiffany  spoke  of,  I  have  read  with  pleasure  the  paper  of  Dr. 
Murphy.  It  is  an  extremely  valuable  contribution  to  surgery 
in  this  department.  The  idea,  of  course,  is  not  original  with 
Murphy.  Sterile  air,  oxygen,  and  even  nitrogen  were  used 
before  Dr.  Murphy  used  them,  and  in  a  recent  editorial  in  the 
Medical  News,  it  is  said  that  the  whole  apparatus  for  making 
nitrogen  and  introducing  it  into  the  chest  cavity  was  invented 
and  described  long  before  the  publication  of  Dr.  Murphy's  article. 
Whatever  the  results  shall  be  in  the  treatment  of  tuberculosis  by 
the  injection  of  nitrogen  into  the  pleural  cavity,  time  alone  will 
show;  but  so  far  as  its  usefulness  is  concerned  as  a  preliminary 
procedure  for  operations  upon  the  chest,  I  do  not  believe  that  it 
will  be  shown  to  be  of  much  value.  What  we  want  is  to  get  an 
apparatus  which  will  prevent  collapse  of  the  lung  until  we  can 
suture  it  to  the  wound.     Tuffier,  Qulnu,  and   others  have  made 
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valuable  experiments  in  this  respect.     Tuffier  has  attempted  to 

introduce  a  t ul n-  through  the  trachea  01  glottis  above  to  keep  the 

lung  distended,  while  Queiiu  has  attempted  by  a  Bpecial  device 
to  hold  the  lung  up  in  animals  until  it  can  he  sutured.  The 
procedure  of  Wit/.el  deserves  consideration,  namely,  filling  the 
pleura]  cavity  with  aseptic  Quid,  or  a  boric-acid  solution,  and 
drawing  it  out  before  the  last  stitch  is  put  in. 


S  Surg  _'i 


A    (ASF,    OF    VESICO-RECTAL    FISTULA    OF 
SEVEN    YEARS'    STANDING— PRELIMI- 
NARY  ILIAC  COLOSTOMY  — FISTULA 
CLOSED    AT   THE    FIFTH 
OPERATION. 


P>v    (  rEOBOE    S.    BBOWN,    M.  D., 

Birmingham,  Ala. 


This  boy,  G.  G.,  white,  aged  thirteen  years,  came  to  me 
for  treatment  in  January,  1898,  with  this  history: 

In  March,  1891,  at  the  age  of  six  years,  he  was  cut  for 
stone  through  the  perineum,  after  which  he  was  found  to 
have  a  fistula  between  the  bladder  and  rectum,  from  which 
the  urine  constantly  dribbled  away.  In  November,  1891, 
eight  months  afterward,  another  surgeon  operated  to  close 
the  fistula,  but  without  success.  At  intervals  during  the 
following  year  (1892)  the  same  surgeon  made  two  other 
attempts  to  close  it,  but  all  proved  failures.  From  the  latter 
part  of  the  year  1892  until  January,  1898,  no  effort  was 
made  to  relieve  his  very  unfortunate  condition.  When  he 
was  brought  to  me  at  this  time  (January,  1898)  his  general 
health  was  beginning  to  suffer.  He  had  been  going  to  school, 
but  could  not  take  a  great  deal  of  exercise.  Had  frequent 
cold-  and  attacks  of  bronchitis.  His  parents  were  compelled 
to  live  near  the  school,  so  that  he  could  run  home  every  hour 
or  two  and  have  his  napkins  changed.  In  spite  of  remark- 
ably diligent  efforts  on  their  part  to  keep  him  clean  he  was 
a  good  deal  of  an  offence  to  himself,  his  teacher,  and  fellow- 
pupils.  Upon  examination  I  found  the  buttocks  in  the  anal 
region  badly  excoriated  and  the  seat  of  numerous  pimples 
and  boils.     The  anus  was  slightly  gaping  at  its  anterior  part, 
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the  perineum  having  been  in  a  large  part  destroyed,  so  that 
there  seemed  to  be  very  Blight  depth  of  tissue  between  the 

urethra  and  anus,  or  this  BCar-tissue,  which  Lined  the  an 
circumference  of  the  anus  to  a  depth  up  the  bowel  of  an  inch 
or  more. 

Upon  dilating  the  anus  slightly  and  with  reflected  li^ht, 
the  fistula,  as  large  as  a  Bmall  finger-nail  and  circular  in 
shape,  could  1)"  easily  seen,  situated  slightly  above  the  inter- 
nal orifice  of  the  urethra.  The  prostate  gland  could  not  be 
made  out,  except  that  the  bladder  and  urethra  were  slightly 
thickened  at  this  point.  After  five  days'  preparation  of 
emptying  the  bowel  and  giving  astringents,  coupled  with 
starvation,  with  a  view  of  preventing  the  bowel  from  moving 
and  infecting  the  stitches  with  fecal  matter,  he  was  etherized 
and  the  fistula  pared  and  closed  with  fine  silver  sutures  put 
in  transversely  and  about  one-eighth  of  an  inch  apart.  A 
small  elastic  catheter  was  left  in  the  bladder  forty-eight  hours. 
The  catheter  caused  a  great  deal  of  urethral  irritation,  and 
became  so  encrusted  with  lime-salts  as  to  be  difficult  of 
removal.  In  spite  of  our  precautions,  there  was  a  fecal  pas- 
sage on  the  second  day,  and,  on  account  of  this,  probably,  the 
wound  entirely  broke  down  on  the  third  day.  Five  days 
after  this  the  stitches  were  removed,  encrusted  with  limc- 
and  he  was  sent  home. 

He  was  admitted  again  on  April  21,  1898  (three  months 
later),  at  which  time  the  fistula  was  found  to  be  --till  about 
one-half  inch  in  diameter.  There  had  been  up  to  this  time 
in  all  four  attempts  to  close  this  opening,  and  it  seemed  to  me 
useless  to  try  further  as  long  as  the  same  certainty  of  infection 
by  the  fecal  matter  remained. 

I  had  been  unable  to  find  any  mention  of  Buch  a  condition 
in  any  of  the  text-books,  and  was  somewhat  at  a  loss  whether 
or  not  I  would  be  justified  in  making  a  temporary  colos- 
tomy. 

About  this  time  I  heard  that  this  condition  (or  rather  a 
recto-urethral  fistula)  had  been  successfully  treated  in  this 
way  by   Dr.  J.  P.  Tuttle,  of  New   York.      I   decided  to  el- 
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this,  and  also  to  make  an  epicystic  opening  to  drain  away  the 
very  Beptic  urine. 

These  operations  were  done  on  April  30th  at  one  Bitting  as 
a  preliminary  measure.  A  loop  of  the  sigmoid  was  taken  up 
through  an  incision  in  the  left  iliac  region,  and  a  silkworm- 
gut  mattress  suture  was  passed  beneath  it  through  the  skin, 
mesentery  and  skin,  and  back  again.  When  firmly  tied  this 
drew  the  skin  on  either  side  close  against  the  mesentery  and 
served  the  purpose  of  the  glass  spool  or  strip  of  gauze  com- 
monly used.  This  suture  supported  the  loop  as  well  as 
prevented  the  possibility  of  a  strain  on  the  tight  stitches 
with  which  the  bowel  was  next  closely  fastened  all  around 
to  the  peritoneum  and  fascia.  The  bowel  was  immediately 
opened  longitudinally  with  a  knife  for  a  distance  of  nearly 
two  inches;  no  bleeding  followed  to  speak  of.  The  bladder 
was  then  opened  in  the  following  rather  novel  manner  :  A 
thin  rubber  bag,  devised  by  Dr.  J.  G.  Clark  for  making 
applications  to  the  mucous  membrane  in  the  female  bladder, 
was  inserted  into  this  bladder  through  the  fistulous  opening 
in  the  rectum.  This  bag,  being  distended  with  air,  made  this 
operation  of  epicystostomy  probably  the  easiest  one  ever  per- 
formed. Having  the  bag  distended,  the  bladder,  when  cut 
into,  did  not  collapse,  of  course,  as  it  would  have  done  had  it 
itself  been  filled  with  air  or  water.  The  bladder  wall,  after 
being  cut  through  to  the  extent  of  three-quarters  of  an  inch, 
was  stitched  with  all  possible  care  to  the  skin  on  either  side 
of  the  wound.  Following  this  etherization  the  patient  had 
ether  pneumonia,  which  I  shall  speak  of  again  later. 

Ten  days  later,  on  May  9th,  the  fistula  was  again  attacked. 
The  bowel  and  bladder  having  been  thoroughly  irrigated  daily 
since  they  were  opened,  and  having  performed  their  functions 
without  any  trouble  at  all,  the  edges  of  the  opening  were  again 
freshened  as  before,  the  rectum  being  first  dissected  away 
above  and  to  either  side  in  a  crescent-shaped  flap.  The 
wound  was  closed  transversely  with  silk  and  the  rectal 
mucous  membrane  brought  down  and  sewed  over  this.  The 
wound  again  broke  down  completely  about  the  sixth  day,  the 
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sutures  iu  the  rectal  portion  giving  way  entirely.  The  stitches 
were  removed  ten  days  after  the  operation,  when  the  fistula 
was  found  to  be  very  much  smaller.    (  )n  May  25th  the  fistula 

was  found  to  be  still  smaller  and  was  again  closed  in  the  e  ime 
way  as  before,  except  that  I  used  silkworm-gut,  a  catheter 
being  introduced  through  the  urethra  and  the  bladder  kept 
constantly  washed,  the  water  returning  through  the  fistula  and 
keeping  the  field  clear  of  blood.  At  the  end  of  six  days  the 
fistula  was  again  Leaking,  and  the  stitches  were  again  rem  >ved 
and  the  boy  was  sent  home.  The  epicystic  fistula  had  closed, 
but  the  fecal  opening  was  left  until  further  attempts  had  been 
made  to  cure  the  opening  in  the  bladder  below. 

He  was  admitted  again  on  September  9th,  and  on  Septem- 
ber 12th  he  was  again  etherized,  and  the  fistula  was  found 
so  small  as  to  admit  a  pin-head-sized  probe  with  difficulty. 
This  time,  after  paring  out  the  fistula  (I  think,  perhaps,  I 
should  have  tried  touching  it  with  the  cautery  this  time), 
I  introduced  the  stitches  vertically  with  the  body  instead  of 
transversely,  as  I  had  done  each  time  before.  This  was  bad 
judgment.  I  ought  to  have  been  satisfied  with  finding  the 
fistula  smaller  after  each  operation.  Had  I  been  so,  and  in- 
troduced the  sutures  this  time  as  I  had  before,  transversely, 
I  feel  sure  it  would  have  been  cured.  I  think,  undoubtedly, 
this  drawing  down  the  base  of  the  bladder  and  closing  the 
fistula  with  it  caused  the  wound  to  tend  to  pull  open  each 
time  the  bladder  contracted.  This  was  borne  out,  I  think, 
by  the  fact  that  when  the  wound  broke  down  it  left  the 
opening  almost  as  large  as  when  I  first  operated  upon  it. 

On  October  31st  I  operated  again,  and  this  time  made  a 
success  of  it-  1  made  a  rather  more  extensive  dissection  of 
the  rectal  wall  from  the  bladder  above,  and  (ait  through  the 
soar-tissue  below  in  the  urethra  for  about  one-half  inch. 
This  left  the  fistula  something  over  an  inch  long,  about  two- 
thirds  of  it  being  in  the  bladder  and  the  other  third  in  the 
urethra.  It  was  closed  with  silk,  the  cud-  ol  which  were 
left  one  inch  long.  The  rectal  wall  was  closed  over  this, 
I  at  the  lowest  angle,  where  the  inch-long  inner  stitches 
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were  drawn  through  for  drainage.      Following  this  operation 
both  the  bladder  and  bowel  united  at  every  point. 

enteen  days  later  (November  17th)  I  operated  to 

the  artificial  amis.      The  bowel  was  d  1    from   the  skin 

an  1  surrounding  scar  tissue  down  to  the  peritoneum,  but  not 

thro  iu'.i  it  at  any  p  >int.  The  spur,  which  seemed  to  be  about 
three-quarters  of  an  inch  deep,  was  cut  through  with  the 
scissors  after  being  ligated  step  by  step  on  either  side,  after 
the  manner  of  tying  off  the  broad  ligament.  The  bowel  was 
then  sutured  transversely  (it  will  be  remembered  it  was  opeued 
longitudinally),  the  prolap-ed  mucous  membrane  being  turned 
into  the  bowel  by  taking  L?mbert  sutures  through  the  mus- 
cular and  submucous  layers.  The  serosa  had  disappeared 
from  this  exposed  bowel  down  to  the  peritoneal  adhesions. 
The  skin  wras  then  brought  over  and  united  with  a  continuous 
buried  silk  suture,  a  twist  of  catgut  being  left  at  the  upper 
angle  for  drainage.  This  wound  seemed  at  first  to  have 
closed  primarily,  as  he  had  daily  movement  from  the  bowel 
without  any  sign  of  leakage  for  five  days ;  it  then  leaked 
through  a  small  opening,  which  still  exists.  There  were 
several  points  of  interest  in  this  case,  taking  it  all  through, 
which  may  warrant  my  imposing  further  upon  your  time  to 
summarize. 

1.  The  astonishingly  small  amount  of  information  one  can 
gain  from  the  text-books  on  this  subject,  when  it  would  seem 
that  it  must  have  been  a  very  commou  accident  in  tin.1  days 
when  the  perineal  operation  for  stone  was  so  fashionable. 
E.  L.  Keyes,  in  Ashhurst's  Encyclopced i <  i .  says  that  it  was 
not  an  uncommon  accident  ;  that  Thompson  confessed  to  four 
such  in  his  own  hands,  so  there  must  have  been  others.  He 
says  that  wounding  the  rectum  has  at  times  resulted  in  a  p  r- 
manent  recto-urethral  fistula,  which  is  very  difficult  to  cure. 

I  have  heard  that  Dr.  J.  P.  Tuttle,  of  New  York,  has 
recently  published  in  the  Medical  Monthly,  of  Louisville,  a 
paper  on  "  Twenty-five  Collected  Cases  of  Recto-urethral 
Fistula/'  including  two  of  his  own.  In  one  of  his  he  made 
an  iliac  opening  in  the  bowel  as  a  preliminary. 
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Keen  and  White's  text-book  mentions  as  one  of  the  (lun- 
gers of  the  perineal   operation  for  stone,  a  permanent   ; 
urethral    fistula,   but    I     have    been    unable   (after    a    limited 
search,   it    is    true)    to    find    any    mention    of    a    vesico-rectal 
fistula. 

The  second  point  of  interest  in  my  efforts  with  this  patient 
was  the  necessity  of  diverting  the  feeal  current  by  means  of 
the  artifical  fistula.  I  doubt  very  much  if  the  repair  could 
ever  have  been  done  without  it. 

The  final  result  proved  that  it  was  unnecessary  to  open  the 
bladder  above,  because  that  opening  closed  after  one  opera- 
tion which  tailed,  and,  of  course,  was  not  open  when  union 
of  the  fistula  was  finally  obtained. 

There  was  no  great  difficulty  in  getting  at  the  fistula  nor 
much  manipulative  skill  required  in  sewing  it  up.  Saving 
the  patient  in  the  Sims  position,  with  hips  elevated  and  a  flat 
retractor  against  the  posterior  wall  of  the  rectum,  then,  by 
putting  a  heavy  silk  ligature  deeply  through  the  scar-tissue, 
just  at  the  lower  edge  of  the  fistula,  the  field  of  operation  was 
drawn  down  half  an  inch  and  the  operation  itself  made  com- 
paratively easy.  Such  operations,  of  course,  were  next  to  im- 
possible before  suitable  instruments  had  been  devised  to  meet 
the  conditions. 

The  patient  has  been  anesthetized  sixteen  times.  I  myself 
have  etherized  him  seven  times  for  operation,  besides  giving 
him  chloroform  three  times  to  remove  stitches  following  the 
failures.  He  has  established  a  tolerance  for  ether  that  is  very 
interesting.  He  takes  very  little  in  going  under,  and  after 
two  hours  wakes  up  with  hardly  a  sign  of  being  intoxicated 
even,  and  with  no  nausea  at  all.  After  the  preliminary 
operations  upon  the  bladder  and  bowel  in  May  (it  having 
lasted  over  two  hours)  he  had  ether  pneumonia,  which  la-led 
four  days  and  then  cleared  up  rapidly.  Dr.  Kelly  speaks 
of  ether  pneumonia  as  having  happened  eight  times  in  about 
two  thousand  etherizations  in  his  practice.  It  is  caused  by 
an  excess  of  bronchial  mucus  which  gets  infected  and  tills  the 
Bmall  tubes  and  possibly  the  air-cells. 
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I  think  the  success  of  the  last  undertaking  was  somewhat 
owing  to  the  fact  that  we  were  able  to  control  him  about 
voiding  bis  urine,  each  time  the  effort  \v;i^  made  to  pre- 
vent his  voiding  it  voluntarily,  by  having  him  eatheterized 
.  v  rv  three  hours;  hut  this  was  not  accomplished  until  after 
the  last  operation.  He  probably  more  fully  realized  the  im- 
portance of  it  himself,  and  the  bladder  and  urethra  were 
much  more  tolerant  than  when  he  came  in  first.  At  any 
rate,  be  was  eatheterized  every  three  hours,  and  the  bladder 
washed  out  once  a  day  for  ten  days. 

In  this  condition  of  vesico-urethral  fistula  the  urine  is 
always  in  contact  with  the  vesical  side  of  the  wound,  even 
when  in  the  smallest  amount,  and  exerts  a  pressure  upon  the 
line  of  sutures  as  well  as  infecting  them  with  the  sediment  in 
the  bladder.  Of  course,  such  a  fistula  as  this  is  more  unfav- 
orable than  an  opening  into  the  urethra,  which,  wTith  the  aid 
of  a  catheter,  can  be  kept  entirely  free  from  contact  with  the 
urine.  I  think,  however,  the  principle  reason  for  the  last 
operation  being  successful  was  that  it  was  cleaner,  no  fecal 
matter  having  passed  that  way  for  six  months.  The  colon 
bacillus,  that  inevitable  pus-producer,  was  absent. 

DISCUSSION. 

Dr.  William  E.  Parker,  of  New  Orleans,  La. — I  was  very 
much  interested  in  Dr.  Brown's  paper,  for  the  reason  that  I  had 
a  case  somewhat  similar  in  many  respects  and  due  to  the  same 
cause.  This  man  had  a  fistula  from  the  prostatic  urethra  into 
the  rectum.  He  also  had  a  fecal  fistula  in  the  left  inguinal 
region.  The  patient  was  operated  upon  two  or  three  times  by  a 
prominent  member  of  this  Association,  and  finally  the  case  drifted 
into  the  hands  of  Dr.  John  D.  S.  Davis.  The  man  was  poor  and 
could  not  pay  for  the  hospital  care  he  needed,  and  Dr.  Davis  sent^ 
him  to  the  Charity  Hospital  to  me.  At  the  time  I  saw  him  there 
was  a  drainage-tube  going  through  the  left  inguinal  region,  and 
coming  down  through  the  fistula.  The  young  man  was  run  down 
very  markedly,  and  was  taking  ten  grains  of  morphine  a  day. 
This  condition  had  been  going  on  for  about  three  years  as  the 
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result  of  stone  in  the  bladder.  We  tried  to  wash  <>nt  the 
bladder  and  rectum.  [  enlarged  the  opening,  then  made  a 
perineal  section,  and  dissected  up  the  scar-tissue  between  the 
urethra  and  Madder.  I  tried  to  close  the  fistula  through  the 
rectum,  and  at  the  same  time  leave  an  opening.  The  man 
did    fairly    well    for   a   time,    but    the   result    from    this 

fistula  was    not    good,  and    the    rectal    wound    did    not    unit-         i 

had  Dr.  Parham  see  the  case  with  me.  We  talked  it  over,  and 
decided  that  the  proper  thin--  to  <h.  was  to  lav  this  open  freely, 
bo  thai  we  could  pack  the  bottom  of  the  cavity  and  heal  the  fecal 
fistula  first.     We  did  this,  succeeded  in  closing  the  fecal  fistula, 

and  after  that  we  managed  to  break  him  of  the  morphine  habit, 
when  his  general  condition  had  very  much  improved.  He  was 
in  the  hospital  for  quite  a  time,  and  gained  forty  pound-  while 
there.  The  last  operation  that  we  did  on  him  was  to  dissect  tin; 
sear-tissue  up  thoroughly  with  the  bladder,  thoroughly  wash  out 
the  bladder  and  rectum,  and  the  bowel  had  been  cleansed  thor- 
oughly with  salines.  He  had  been  placed  on  a  liquid  diet  for 
several  days.  We  operated  again,  using  silkworm-gut  Butures, 
and  at  the  time  I  left  Xew  Orleans,  in  April  last  year,  the  fistula 
was  almost  closed.  There  was  still  a  small  opening,  but  he  could 
hold  his  urine  for  three  hours  at  a  time,  at  the  end  of  which 
there  was  a  little  dribbling.  This  patient  having  been  ope] 
on  a  number  of  times  before  coming  under  my  care,  there  was  a 
great  deal  of  scar-tissue,  and  the  urine  in  dribbling  down  through 
the  rectum  had  made  the  parts  raw.  The  patient  left  the  hospital 
while  I  was  away,  and  I  do  not  know  the  final  result. 

Dr.  Brown's  case  interested  me,  and  while  my  case  was  also  an 
interesting  one  it  was  very  troublesome.  It  was  no  easy  matter 
to  break  him  of  the  morphine  habit.  He  not  only  annoyed  US*a 
great  deal,  but  the  patients  in  his  ward,  for  quite  a  long  time. 

Dr.  Howard  A.  Kelly,  of  Baltimore,  Md. — I  have  been 
deeply  interested  in  Dr.  Brown's  paper.  I  think  he  is  to  be 
gratulated  on  his  faithful  persistence  in  the  treatment  of  this  case. 
The  case  reminds  me  very  much  of  Marion  Sim-'  early  opera- 
tions for  fistula.  You  will  remember  that  he  operated  as  many 
as  thirty  times,  and  finally  his  efforts  were  crowned  with  bu< 

I  would  like  to  say  a  few  words  en  the  general  principL 

treatment  of  fistulous  openings  from  the  hollow  viscua  into  the 
surface  or  into  the  adjacent  viscus  J   in  other  words,  fistula   from 
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the  bladder  into  the  bowel,  from  the  bladder  into  the  vagina,  or 
from  the  rectum  into  the  vagina.  In  considering  such  a  subject 
a<  this  we  can  best  illustrate  our  work  by  such  drawings  as  these 
(illustrating).  I  take  it  that  the  principles  will  be  about  the 
same  in  the  female  as  in  the  male,  and  so  I  will  speak  of  those 
conditions  with  which  I  am  most  familiar. 

ire  beginning  active  treatment  of  the  fistula  we  want,  if 
possible,  to  get  rid  of  the  active  inflammation  of  the  viscus 
except  immediately  around  the  fistulous  area.  Fortunately, 
where  the  bladder  is  connected  with  the  genital  tract  in  women, 
drainage  itself  will  relieve  any  inflammatory  conditions  which 
have  existed.  As  a  rule,  we  do  not  have  much  cystitis  where  the 
bladder  is  connected  with  the  rectum  in  the  female,  which  is 
rarely  the  case?.  It  is  not  necessary  to  get  rid  of  the  focus  of 
inflammation  in  a  male  around  the  bladder,  as  in  the  method  1 
am  about  to  speak  of  a  small  area  of  inflammation  may  be  readily 
exsected.  A  satisfactory  plan  of  treatment  is  this:  The  rectum 
and  the  bladder  maybe  dissected  loose  from  the  viscus  to  which 
they  are  attached  or  from  the  vagina.  We  may  dissect  it  loose 
for  a  considerable  area  around  the  fistula,  and  after  settiicj;  it 
free,  instead  of  a  rigid  fistulous  tract  ( with  marked  scar-tissue, 
as  on  the  surface  of  the  skin  or  on  the  vaginal  surface),  we  have 
then  to  deal  with  the  lax  structures  of  the  rectum  or  of  the 
bladder,  and  it  is  easy  to  unite  the  parts  in  this  manner  (illus- 
trating) with  catgut  sutures,  turning  the  tissues  up  toward  the 
surface  from  which  you  want  to  prevent  the  flow,  putting  in  two 
layers  of  sutures,  one  buried,  and  one  below7  it.  This  is  appli- 
cable in  cases  of  vesicovaginal  fistula  in  which  the  whole  base 
of  the  bladder  is  gone,  in  which  there  is  a  considerable  amount 
of  scar-tis-ue  in  the  vault  of  the  vagina.  Where  you  cannot 
bring  the  tissues  together  you  can  easily  dissect  loose1  the  blad- 
der, bring  it  together,  make  a  new  bladder,  putting  no  tension 
on  the  vagina,  draw  the  bladder  together,  get  union,  and  cure 
the  case.  I  have  done  this  operation  in  cases  that  were  intract- 
able by  any  of  our  previous  classical  methods  in  vogue.  I  have 
done  a  similar  operation  in  cases  of  recto-vaginal  fistula,  split- 
ting the  vagina  through  the  fistula.  In  other  instances  I  have 
cut  across  the  vagina  in  this  manner  (illustrating),  then  sewed 
up  the  wound,  and  have  gotten  a  successful  result.  In  other 
cas   -  1  have  split  the  perineum  and  sewed   it  up  so  as  to  get  a 
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good  result.  On  the  rectal  Bide  I  would  divulse  the  sphincter 
beforehand,  taking  care  not  to  lei  the  feces  crowd  down  on  tin; 
wound,  particularly  in  the  sphincter  area. 

One  matter  before  I  close.  The  doctor  -peaks  of  injury  to  the 
sphincter  of  the  bladder.  This  is  a  serious  matter  in  women  or 
in  those;  cases  where  the  neek  of  the  Madder  has  been  badly 
damaged  in  confinement,  and  the  sphincter  either  crushed  or  torn 
through.  Some  of  the  older  anatomists  deny  any  Bphinctei  of 
the  bladder.  Bell,  in  the  early  part  of  the  century,  Bhowed  an 
aggregation  of  circular  muscular  fibres;  this  has  been  demon- 
Strated  since,  and  IS  evident  to  anyone  who  will  make  a  dissection 

of  the  bladder. 

I  remember  having  a  case  of  incontinence  of  urine  from  injury 
to  the  sphincter  of  the  bladder,  in  a  woman  who  had  been  oper- 
ated upon  by  a  variety  of  methods.  I  performed  the  following 
operation  with  almost  immediate  and  perfect  success:  In  the  first 
place,  in  putting  a  catheter  into  the  bladder  and  pushing  it  for- 
ward the  tissue  was  thinner  than  elsewhere;  the  septum  was  not 
as  thick.  I  cut  dowm  on  the  catheter  at  the  neck  of  the  bladder, 
severed  the  vagina  from  the  bladder,  pulled  the  vagina  widely 
apart,  and  went  up  laterally  to  the  neck  of  the  bladder.  After 
this  I  made  an  incision  in  the  cervix  uteri.  This  diagram  will 
represent  the  urethra,  and  this  (illustrating)  the  incision  that  was 
made  in  the  anterior  wall.  Then  I  exposed  the  bladder  in  this 
way  (illustrating).  Here  is  the  urethra,  and  here  the  bladder. 
After  pulling  aside  the  vagina  there  seemed  nothing  but  mucous 
membrane  near  the  point  of  the  catheter.  I  went  high  up  later- 
ally, and  very  distinctly  demonstrated  a  group  of  muscular  fibres 
drawn  together  in  a  manner  quite  different  from  the  muscularis 
of  the  bladder.  I  caught  these  fibres  on  either  side,  brought 
them  down  by  a  series  of  catgut  sutures, united  them,  (dosed  the 
vagina  by  a  series  of  interrupted  suture-,  and  the  woman  had 
perfect  control.  It  was  one  of  the  most  satisfactory  things  I 
have  ever  done  in  connection  with  my  gynecological  work. 

Dr.  Stom:. — I  would  like  to  ask  Dr.  Kelly  to  describe  to  us 
his  method  of  making  a  new  urethra  where  the  urethra  has  been 
destroyed.      Dr.  Bovee  ami  myself  have  each  had  one  e;; 

Db.  KELLY. —  I  have  had  no  experience  in  that  regard,  and  I 
do  not  know  what  I  would  do  in  such  a  case. 

Dr.  W.  E.  T».  Davis,  of  Birmingham,  Ala. — In  the  cat 
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Dr.  Brown,  it  occurs  to  me  that  the  suprapubic  operation  might 
have  rendered  him  some  assistance  it'  he  had  done  it  at  the  time  he 
restored  the  bladder.    It  would  have  saved  the  patient  from  using 

the  catheter.  In  a  boy  fourteen  year-  of  age  that  is  often  a 
troublesome  feature  in  the  after-treatment  of  the  cae 

With  reference  to  the  case  referred  to  by  I>r.  Parker,  the 
patient  was  sent  to  our  private  hospital  in  a  very  extreme  condi- 
tion. The  young  man  had  been  operated  on  for  stone  in  the 
1  (ladder,  and  the  fistula  resulting  from  the  operation  had  been 
operated  on  a  number  of  times  by  an  excellent  surgeon.  When 
he  came  to  us  an  abscess  could  be  felt  very  easily  through  the 
abdominal  wall.  An  incision  was  made  anteriorly  and  thorough 
drainage  effected.  As  the  boy  was  poor  we  succeeded  in  getting 
him  admitted  to  the  Charity  Hospital  in  New  Orleans,  and  I  am 
gratified  to  know  from  Dr.  Parker  that  he  got  a  good  result  in 
this  case.     We  made  no  attempt  to  repair  the  injury. 

Dr.  Brown  (closing  the  discussion). — My  main  object  in  read- 
ing the  paper  was  to  elicit  some  information  on  the  subject  and 
to  hear  reports  of  similar  cases.  I  have  profited  a  good  deal  by 
the  talk  of  Dr.  Kelly.  I  forgot  to  mention  one  thing,  namely, 
the  last  time  I  visited  the  patient  he  had  incontinence  of  urine. 
After  the  bladder  contained  two  or  three  ounces  of  urine  there 
was  a  leakage  from  the  urethra,  not  from  the  fistula.  I  attrib- 
uted this  to  the  destruction  of  the  sphincter  in  the  region  of  the 
prostatic  urethra. 

Another  point  I  intended  to  bring  out  was  this :  that  in  this 
boy,  in  all  probability,  the  opening  of  the  seminal  vesicles  bad 
been  destroyed.  The  whole  region  was  a  mass  of  scar-tissue,  as 
so  many  operations  had  been  performed  on  him.  One  surgeon 
cut  his  rectal  sphincter,  so  that  when  the  stools  are  liquid  he  has 
no  control  over  them.  Ordinarily,  he  is  able  to  control  his  bowels 
very  well,  but  if  he  takes  a  dose  of  salts  there  is  incontinence. 
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Of  the  conditions  called  emergencies  in  the  practice  of 
surgery  there  are  few  that  require  such  prompt  action  on  the 
part  of  the  physician  as  the  treatment  of  cases  of  foreign 
bodies  either  in  the  air-passages  or  oesophagus.  No  period 
in  life  escapes.  The  infant,  playing  with  some  toy,  inhales 
or  swallows  it,  and  the  life  of  many  a  little  one  has  been 
saved  by  the  energetic  action  of  the  mother  or  grandmother, 
whose  finger,  being  introduced  at  the  critical  moment,  grants 
prompt  relief.  The  young  child  who  has  some  toy,  gener- 
ally in  the  form  of  a  musical  instrument,  is  subjected  to  these 
dangers,  and  perhaps  one  of  the  most  serious  has  been  the 
toy  balloon,  which  the  little  one  sucks  back  and  forth  in  it- 
mouth  until  it  becomes  distended,  is  suddenly  drawn  back 
into  the  pharynx,  and  causes  immediate  suffocation.  Adults, 
eating  in  a  great  hurry,  will  take  into  the  oesophagus  such 
lar^e  substances  as  portions  of  meat  and  other  articles  of 
food,  causing  a  pressure  upon  the  tracluea  that  will  result  in 
death  from  suffocation. 

These  cases  are  of  the  class  that  the  young  physician,  as 
well  as  the  one  in  advanced  life,  may  be  called  to  attend  at  a 
moment's  notice  to  render  assistance. 

The  following  cases  I  desire  t->  place  OH  record  as  illus- 
trating some  of  the  points  in  this  kind  of  sutl 

Cask  L— In  August,  L869,  Mir.  J.  1\,  aged  twenty-four 
year-,  retired  at  his  usual  hour  of  bedtime,  and  on  awakening 
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suddenly  in  the  night  from  a  horrid  dream  was  distressed  in 

missing  his  plate  with  two  teeth  attached.  I  was  called  to 
sec  him  the  next  morning  by  his  family  physician,  and  from 
ise  with  which  he  could  swallow,  and  as  passing  an  ordi- 
nary bristle  probang  at  the  time  gave  no  result,  I  concluded 
he  must  be  mistaken  or  they  had  passed  into  the  stomach. 
I  did  not  see  him  again.  I  was  told  afterward  he  had  no 
untoward  symptoms  for  a  period  of  nearly  ten  years,  when 
lie  began  to  show  signs  of  stricture  of  the  oesophagus,  from 
which  he  suffered  more  or  less  for  two  years,  when  Dr.  Mc- 
Lean, of  Troy  (the  patient  then  residing  there),  did  an  cesoph- 
agotomy,  removing  the  teeth,  which  were  located  in  the  lower 
part  of  the  oesophagus,  and  had  remained  there  undoubtedly 
during  the  entire  tim  . 

Case  II. — In  November,  1870,  M.  A.,  colored,  aged 
three  years,  was  brought  to  my  office  in  haste  with  the  fol- 
lowing history:  While  playing  with  the  cover  of  a  teakettle 
she  loosened  the  top  (Fig.  1),  put  it  into  her  mouth,  and  it 
dropped  back  into  the  pharynx,  causing  immediate  symptoms 
of  suffocation.  A  stout-hearted  Irishman  picked  the  child 
up,  took  her  to  a  neighboring  physician,  within  two  or  three 
doors  and  within  four  blocks  of  my  office.  The  doctor  said 
he  could  do  nothing  for  the  child,  but  ordered  her  taken  to 
me  at  once.  She  was  nearly  suffocated.  As  I  introduced 
my  finger  far  down  into  the  pharynx  I  could  just  touch  the 
foreign  substance,  and  with  curved  forceps  succeeded  in 
removing  it  at  once.  Slight  effort  at  artificial  respiration 
restored  the  child;  she  then  began  to  cry  vigorously,  and 
recovered  without  any  untoward  symptom.  The  two  or 
three  friends  of  the  patient,  together  with  the  noble-hearted 
son  of  Erin  who  brought  the  child  to  my  office,  were  very 
much  phased  with  the  result.  As  they  prepared  to  leave 
the  office  I  asked  him  if  this  was  his  child,  and  the  look  of 
indignation  he  presented  at  once,  also  his  reply — "  Do  you 
suppose  1  would  be  the  father  of  a  naygur?" —  was  sufficient 
recompense  for  the  effort  made  in  removing  the  foreign  sub- 
stance. 
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Case  III.  —  In  May,  1873,  Mr.  II.,  aged  forty  years,  was 

referred  to  me  by  Dr.  Hates,  of  Lebanon.  While  cleaning 
his  teeth  lie  had  accidentally  swallowed  a  plate  with  three  teeth 
in  front,  one  lateral  tooth,  and  one  farther  hack'.  lie  Buffered 
considerable  discomfort  in  the  oesophagus  for  twenty-four 
hours,  tin1  plate  evidently  lodging  there.  He  was  given 
dough  In  several  portions  to  swallow,  then  castor  oil  quite 
freely,  and  at  the  end  of  thirty-six  hours  believed  the  foreign 

stance  had  passed  into  his  stomach  from  the  relief  afforded. 
On  the  third  day  he  passed  the  plate  per  rectum.     (Fig.  2.) 

Case  IV.— In  August,  1873,  Mr.  J.  II.,  a  cattle  dealer 
by  occupation,  had  a  reputation  for  being  an  enormous  eater 
— that  i-,  he  would  eat  a  very  large  meal  and  then  fast  for  a 
day  or  two  without  any  discomfort.  A  story  is  told  about 
him  that  while  loading  his  stock  on  a  cattle  barge  he  went 
into  a  neighboring  hotel  for  dinner.  The  landlord  said  to 
him  that  "  the  meal  was  not  quite  ready,  but,  inasmuch  as 
Mr.  H.  was  in  great  haste  he  "  might  go  into  the  dining- 
room  and  help  himself."  A  roast  pig  was  part  of  the  dinner. 
The  landlord  was  absent  from  the  room  for  some  little  time, 
and  on  his  return  the  guest  asked  him  with  some  earnestn 
"  Landlord,  have  you  any  more  of  those  little  pig  This 

is  but  an  illustration  of  his  enormous  appetite  at  time.-. 
Some  few  years  after,  while  eating  at  a  restaurant,  and  in 
great  haste,  he  swallowed  a  large  portion  of  meat,  choking 
death  before  any  one  could  give  him  relief.  It  will  be 
observed  (see  Fig.  3)  that  the  meat  was  some  four  in 
or  more  in  length,  and  that  part  of  it  lodged  in  the  oesopha- 
gus, part  in  the  trachea — rather  more  in  the  latter  than  in  the 
former.  A  good  vigorous  introduction  of  a  Bnger  here  by 
some  grandmother  would  probably  have  Baved  his  life. 

Another  case  occurred  very  soon  after  of  a  somewhat  dif- 
ferent character. 

Case  V. — Mr.  J.  (J.,  a  man  who  lived  by  the  contribu- 
tion of  his  friends,  being  verv  hungry  was  ordered  a  good 
dinner  at  a  restaurant;  he  began  with  oyster  SOUp.  He  ate 
so  hurriedly  that   it   attracted    the   attention   of   some    people 
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who  were  Bitting  at  a  neighboring  table.  Soon  after  they 
observed  his  distress,  his  anxious  expression  of  face,  and 
great  discoloration,  but  before  anything  could  be  done — 
although  a  physician  was  sent  for  in  the  near  vicinity  of  the 
restaurant — the  patient  was  dead  before  he  arrived.  On 
post-mortem  it  was  found  that  a  cracker,  very  hard,  had 
lodged  in  the  oesophagus  just  below  the  cricoid  cartilage  and 
produced  suffocation.      (Fig.  4.) 

Case  VI.—  November  3,  1890,  Mr.  A.  L.,  while  eating 
of  chicken,  believed  he  had  swallowed  a  portion  of  bone.  He 
was  brought  to  my  clinic  at  the  Albany  Hospital  nearly  three 
days  after  the  accident,  and  on  passing  a  small,  bulbous- 
pointed  oesophageal  bougie  I  could  distinctly  locate  the  for- 
eign substance  about  ten  inches  from  the  teeth.  Passing  a 
bristle  probang  I  succeeded  in  removing  it,  but  the  hemor- 
rhage that  followed  was  very  profuse.  The  patient,  however, 
made  a  good  recovery.  He  was  put  upon  teaspoonful-doses 
of  olive  oil  after  his  meals  for  some  time  after.  Three  years 
after  the  accident  he  wTas  in  good  condition,  without  any  evi- 
dences of  stricture  of  the  oesophagus.      (Fig.  5.) 

Case  VII.  —  April  27, 1887,  Mr.  O.  R.  P.,  aged  twenty- 
seven  years,  while  drinking  from  a  tin  pail  loosened  his  plate 
with  an  artificial  tooth  attached,  with  the  pail,  and  immedi- 
ately he  realized  it  was  lodged  in  the  oesophagus.  An  effort 
was  made  to  push  it  down  into  the  stomach  by  his  attending 
physician.  Not  being  successful,  the  case  was  brought  to  me. 
I  made  one  attempt  with  forceps  to  remove  the  plate,  but  the 
bleeding  was  so  profuse  that  I  desisted  and  did  an  cesopha- 
gotomy,  from  which  operation  he  made  a  good  recovery,  but 
died  not  long  after  from  apparent  abscess  in  the  apex  of  the 
right  lung.  I  am  of  the  impression  that  the  attempt  here  to 
remove  the  plate  produced  the  hemorrhage,  also  caused  some 
deep  laceration  of  the  tissues,  and,  becoming  infected,  may 
have  resulted  in  the  abscess.      (Fig-  6.) 

CASE  VIII. —October  21,  1893,  Mr.  S.  H.,  aged  sixty- 
two  years,  while  eating  peaches  got  some  juice  in  the  larynx, 
causing  coughing.     During  the  stage  of  coughing  he  swal- 
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lowed  a  peachstone.  This  occurred  on  Thursday,  and  on 
Friday  his  physician  saw  him,  but  could  not  tou  h  the  stone 
with  a  bristle  probang.  At  this  time  the  patient  swallowed 
with  very  much  difficulty.  Saturday  I  passed  a  bulbous- 
pointed  metal  bougie,  and  could  locate  a  stone  near  the  car- 
diac opening.  On  passing  the  sponge-pointed  probang  I 
could  not  locate  it,  but  thought  that  it  went  into  the  stomach. 
Patient  was  given  a  pint  or  two  of  warm  milk  per  stomach 
tube  and  the  case  watched.  He  remained  in  the  hospital,  and 
on  October  28th  the  stone  passed  per  rectum.       Fig.  7.) 

Cask  IX. — June,  1894,  Mr.  J.  8.,  dental  surgeon,  was 
fully  aware  that  his  plate,  with  one  tooth,  was  somewhat 
loose,  hut  thought  there  was  no  particular  danger.  In  laugh- 
ing the  plate  became  loosened,  and  before  he  realized  what 
had  occurred  it  slipped  into  his  throat  and  passed  down  into 
the  oesophagus.  He  came  to  me — a  distance  of  some  fiftv 
miles — the  next  morning,  and  was  suffering  quite  a  good 
deal  from  mental  distress  and  inability  to  swallow.  With 
the  bulbous-pointed  oesophageal  bougie  there  was  little  trouble 
in  locating  the  foreign  substance,  just  above  the  cricoid  car- 
tilage. He  was  very  anxious  to  avoid  an  operation.  On 
explaining  to  him  the  danger  of  attempting  to  withdraw  the 
plate  with  forceps  he  assured  me  there  were  no  sharp  points 
about  it,  and  that  he  would  much  rather  take  the  danerer  of 
its  removal  that  way  than  by  an  operation.  Therefore,  I 
made  a  careful  effort  with  the  curved  forceps,  and  in  the 
second  attempt  removed  the  plate  (  Fig  8)  with  no  great  dis- 
tress.     Xo  bleeding  followed,  and  he  made  a  good  recovery. 

Case  X. — Mr.  C,  a  middle-aged  man,  a  patient  of  Dr.  B., 
of  this  city,  who  saw  him  when  the  accident  occurred,  swal- 
lowed his  artificial  plate  with  two  teeth  attached,  and  the 
doctor  very  wisely  desisted  from  any  great  Burgical  inter- 
ference  at  the  time,  but  watched  him  somewhat  carefully,  the 
patient  evidently  being  comfortable.  Dr.  B.  came  to  mv 
office  some  three  day-  after  the  accident,  asking  me  t 
with  him  to  see  the  case,  but  a-  I  was  just  on  the  point  of 
leaving  the  city  1  asked  him  to  bring  the  patient   to   me  the 

-  irg 
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next  morning.  In  the  meantime  he  examined  the  patient's 
throat  carefully  to  to  whether  there  was  a  foreign  sub- 

stence  there  or  not.  In  so  doing  he  succeeded  Id  reaching 
the  plate  with  the  curved  oesophageal  forceps,  and  removed 
it.  The  patient  had  suffered  very  slight  inconvenience  for 
the  three  days  the  foreign  substance  remained  in  the  oesoph- 
agus, l)iit  the  man  had  a  very  large  throat,  and  I  presume 
this  accounted  for  the  little  difficulty  he  had  in  swallowing. 

Case  XL — Master  \V.  1).,  aged  five  years,  accidentally 
swallowed  Vhq.  inner  portion  of  a  cloth  button  (see  Fig.  9), 
and  immediately  experienced  considerable  trouble  in  swal- 
lowing. This  condition  la-ted  for  twenty-four  hours,  very 
much  to  the  distress  of  his  parents  and  himself.  I  was  about 
to  examine  the  (esophagus  with  the  bristle  probang  when  the 
little  fellow  exclaimed  that  "  he  felt  better,"  the  foreign  sub- 
stance evidently  having  dropped  into  the  stomach.  No  effort 
was  made  at  giving  physic,  but  at  the  end  of  the  fifth  day 
the  button  was  passed  per  rectum. 

3E  XII. — May  5,  1894,  Master  W.  W.,aged  ten  years, 
while  playing  with  a  tiny  penny  whistle  accidentally  swal- 
lowed it.  He  iiad  trouble  in  swallowing  immediately  after- 
ward. An  attempt  was  made  by  his  physician  to  push  it 
down  into  his  stomach,  but  did  not  succeed.  His  trouble 
in  swallowing  continued,  and  three  months  afterward  he  was 
brought  to  the  Albany  Hospital.  On  examination  with  a 
metal  probang  I  could  locate  the  foreign  substance  low  down 
in  the  (esophagus.  The  patient  was  greatly  emaciated,  could 
swallow  only  a  little  milk  at  a  time,  and  no  solids.  Every 
preparation  for  an  oesophagotomy  was  made.  With  the  hope 
that  I  might  possibly  remove  it,  I  made  use  of  a  medium- 
sized  bristle  probang, and  succeeded  in  my  first  attempt.  The 
little  patient  made  a  good  recovery.     (Fig.  10.) 

CASE  XIII.— June  9,  1894,  Mrs.  A.  S.,  aged  thirty-six 
years,  while  eating  breakfast  choked  on  a  piece  of  bread  and 
a  hard-boiled  oicii;.  She  had  a  sensation  of  fulness  in  her 
throat,  and  tried  to  vomit,  after  which  she  went  to  lie  down, 
when  she  discovered  she  had  swallowed  a  plate  and  one  tooth 
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which  was  attached.  Attempts  were  immediately  made  to 
remove  the  plate,  but  without  success.  She  was  Bent  to  me 
by  her  physician,  hut  her  throat  was  BO  swollen  and  inflamed 
that  nothing  could  be  done  until  this  was  reduced.  This  was 
done  by  the  use  of  sprays,  after  which  the  plate  was  located 
^vvn\  and  one-half  inches  from  line  of  teeth.  (  Esophagotomy 
was  performed  at  the  Albany  Hospital,  dune  is,  1894,  and 
plate  removed.  (Fig.  12.)  Wound  closed  with  drainage. 
There  was  some  temperature,  and  considerable  discharge 
from  the  tube,  which  was  offensive  for  the  first  few  days. 
Wound  was  syringed  out  with  boric  acid  solution.  The  dis- 
charge gradually  lessened,  tube  was  removed,  and  wound 
partly  healed  by  granulation.  Patient  was  fed  per  rectum 
for  the  first  two  days,  after  which  she  was  given  milk. 
Could  swallow  well,  but  a  large  amount  of  the  milk  came 
out  through  the  tube.  Has  remained  well  ever  since,  with 
no  symptoms  of  stricture. 

Case  XIV. —Mr.  F.  S.,  aged  twenty-seven  years.  In 
December  1896,  while  laughing  accidentally  swallowed  a 
plate  containing  two  teeth.  An  effort  was  made  by  his 
family  physician  to  remove  the  plate  with  (esophageal  for- 
ceps, but  he  was  not  successful.  -When  brought  to  the 
hospital  I  did  not  make  any  attempt  in  that  direction,  but 
advised  and  did  an  (esophagotomy  at  once.  The  oesophagus 
was  closed  with  interrupted  sutures,  but  did  not  hold,  and 
on  the  third  day  liquids  escaped,  yet  with  care  and  packing 
with  iodoform  gauze  it  healed  nicely  by  the  thirteenth  day. 
The  patient  made  a  good  recovery.     (Fig-  11.) 

This  case  illustrates  a  simple  (esophagotomy. 

Case  I.  T  think'  illustrate-  Btrongly  the  necessity  of  the  use 
of  the  metal  bulbous-pointed  bougie  to  locate  the  foreign  sub- 
stance, instead  of  the  olive-pointed  bougie  or  the  bristle  pro- 
bang.  This  point  has  been  very  earnestly  dwelt  upon  by  Dp, 
Abbe  in  a  report  of  his  cases  of  oesophagotomy,  and  yet  this 
is  a  most  remarkable  case,  considering  the  Length  of  time  the 
patient  went  on  without  serious  symptoms. 
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Case  Ii.  is  strongly  impressive  in  that  the  Bubstance  was 

too  la  0  down  into  the  03SOphagU8,   but    produced   sntli- 

eient  pressure  from  behind  to  can-"  strangulation. 

III.  is  quite  wonderful  in  that  from  the  size  of  the 
plate  and  its  irregular  angles  one  would  suppose  it  could 
hardly  pass  out  from  the  oesophagus  am]  through  the  intes- 
tinal tract.  The  method  of  having  patients  swallow  portions 
of  dough  is  worthy  of  trial,  particularly  in  cases  where  chil- 
dren swallow  tacks  and  such  sharp  substances. 

Cases  IV.  and  V.  tell  their  story.  It  is  almost  impossible 
for  a  phvsieian  to  reach  such  cases  in  time,  and  the  consterna- 
tion of  the  bystanders  is  such  that  they  are  not  able  to  exercise 
such  skill  as  they  possess,  which  would  in  some  instances  save 
the  life  of  the  patient. 

Case  VI.  is  one  in  which  wre  feel  strongly  tempted  to  try 
such  an  instrument  as  the  bristle  probang,  and  yet  it  is  a  dan- 
gerous procedure,  and  should  be  done  very  carefully,  no  force 
being  employed. 

I  believe  the  efforts  in  Case  VII.  were  decidedly  bad,  and 
resulted  in  the  formation  of  the  abscess. 

Regarding  Case  VIII.,  in  passing  the  sponge-pointed  pro- 
bang  for  the  purpose  of  pushing  a  foreign  body  into  the 
stomach,  very  much  will  depend  upon  the  nature  of  the  sub- 
stance. Anything  like  a  peach-pit,  as  illustrated  by  this  case, 
can  be  reached  in  safety,  but  it  is  only  in  such  a  class  of  cases 
we  should  attempt  it. 

Case  IX.  illustrates  the  danger  of  a  patient  wearing  a  plate 
that  has  become  loosened,  does  not  remain  in  position  firmly, 
and  yet  the  effort  at  removal  seemed  justified,  because  of  the 
assurance  of  the  patient  himself  that  the  plate  contained  but 
one  tooth  and  that  there  were  no  sharp  angles.  The  effort  at 
removal  proved  successful  and  relieved  the  patient  from  the 
operation  he  so  much  dreaded. 

That  a  foreign  body  will  lodge  in  the  neighborhood  of  the 
cricoid  cartilage  and  remain  without  any  great  embarrassment 
is  undoubtedly  true,  as  proved  by  ( !ase  X. 

That  foreigu  substances  will  remain  for  a  short  time  in  the 
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oesophagus  ;m<l  then  drop  into  the  Btomach  is  also  undoubt- 
edly true,  but  they  are  usually  flat  articles,  Like  coins  or  fruit- 
pits,  as  Case  XI.  illustrates. 

( tase  XII.  is  quite  a  remarkable  one.  The  little  fellow  was 
really  Btarving  to  death,  and  yet  the  very  simple  use  of  the 
bristle  probang  relieved  him  promptly. 

Regarding  the  operation  of  oesophagotomy,  I  should  be 
inclined  to  close  the  oesophagus  with  catgut  Butures,  and  for 
twenty-four  hours  feed  the  patient  per  rectum,  then  to  pass 
the  soft  rubber  tube  through  the  nostrils  into  the  stomach 
and  feed  in  this  way.  Would  keep  the  wound  packed  care- 
fully with  iodoform  gauze,  securing  drainage  in  this  way,  not 
treating  the  oesophagus  as  an  open  wound,  as  I  believe  we 
will  lessen  thereby  contamination  by  the  swallowing  of  food. 
It  is  quite  wonderful  that  stricture  of  the  (esophagus  seldom 
follows  this  operation. 

All  of  these  operations  were  done  on  the  left  side  of  the 
neck  and  the  foreign  substance  removed  with  short,  curved 
forceps.  In  each  case  I  used  a  steel  curved  sound,  intro- 
duced it  down  into  the  (esophagus,  and  projected  a  prominent 
point  in  that  manner. 
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FlK-T — A    FlVIXiALI.o.N  OVARIAN    CYST    REMOVED   FROM 

A  Girl  of  Seventeen  Years. 
Second — Dermoid  Cyst  Complicating  Pregnancy. 

By  R,   Kime,   M.D., 
Atl 


Case  I. — Miss  R.,  from  North  Georgia,  referred  by  Dr. 
F.  C.  Richards.  Admitted  to  Atlanta  Retreat  August  11, 
1898,  aged  sixteen  year.-,  being  seventeen  on  August  13th. 

First  flow  at  eleven  years  of  age;  irregular  three  to  six 
weeks,  lasting  three  to  four  days,  but  of  longer  duration  last 
two  or  three  mouths  before  admission.  B  nvels  constipated 
when  not  taking  laxatives  ;  temperature  ranging  from  99° 
to  101°  F. ;  pulse,  from  66  to  104  per  minute,  variable  and 
weak  ;  abdomen  immensely  distended  and  encroaching  on  the 
chest;  patient  weak  and  anaemic;  breathing  difficult,  with 
occasional  attacks  of  palpitation  of  the  heart  ;  digestion  very 
much  impaired.  The  girl  was  small  and  slender,  her  weight 
being  probably  about  seventy-five  or  eighty  pounds,  after 
removal  of  the  tumor.  Was  kept  at  Retreat  five  days  for 
preparatory  treatment.  Distention  of  abdomen  increased  per- 
ceptibly each  day,  as  observed  independently  by  the  patient, 
nurse,  and  myself. 

Tumor  removed  August  16th,  assisted  by  Drs.  Hurt, 
Collins,  and  Stockard.  Ether  given  by  Dr.  J.  A.  Childs, 
who  feared  death  from  weak  action  of  heart  and  obstructed 
breathing.  Operation  lasted  forty-five  minutes.  Found  cyst 
adherent  to  omentum  (tied  off  at  three  points  with  silk)  and 
also  to  parietal  peritoneum  in  right  inguinal  region  at  a  point 
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of  inflammation,  due  to  Buppuration  ;  separated  without  rup- 
ture. After  removal  of  the  cyst,  lial f-a-j>i n t  of  pus  was 
evacuated  from  this  point.  Tumor  hail  a  broad  pedicle; 
iigated  In  sections  from  left  broad  ligament.  Right  ovary 
normal  and  not  removed.  In  puncturing  the  cyst  with  ova- 
rian trochar  to  draw  off  the  contents — a  thick,  viscid,  green- 
ish-etraw-eolored  fluid — the  wall,  being  quite  thin  and  brittle, 
ruptured,  allowing  part  of  the  fluid  to  escape.  Tie'  amount 
drawn  off  into  a  bucket  measured  thirty-three  pints,  ami  it 
was  estimated  one  gallon  was  lost  on  the  towels,  table,  and 
flour.  After  removal  by  puncture  of  numerous  small  cysts, 
about  one-half  gallon  more  fluid  was  obtained,  makinga  total 
of  over  live  gallons.  In  operating  a  median  incision  of  about 
six  inches  was  first  made,  then  enlarged  to  nine  inches,  which 
contracted  to  about  five  inches  as  soon  as  tension  on  the 
abdominal  wall  was  removed.  Found  it  very  difficult  to 
introduce  needle  through  the  contracted,  thickened  skin, 
using  through-and-through  silkworm-gut  suture-.  Ab.l  >un  n 
flushed  with  sterilized  water,  ejass  drainage-tube  inserted, 
and  wound  dressed  as  usual. 

Very  little  shock,  and  the  patient  progressed  nicely  after 
operation.     Bowels  moved  second  day,  and   kidneys  acted 
seventeen  times  the  first  twenty  four  hours,  gradually  I 
ing  in  frequency  thereafter. 

During  evening  of  second  day  evidences  of  commencing 
bronchitis  developed.  Third  morning  the  patient  had  a  cold 
stage,  followed  by  pneumonic  inflammati  >n,  with  pulse  of  140 
per  minute;  temperature,  103.2°  P.,  and  respiration, 40,  with 
the  most  marked  cyanosis  L  ever  saw.  Used  hypodermi 
strychnine  and  digitaline  every  three  to  four  hours,  quinine 
sulphate  and  camphorated  Dover's  p  rwder  every  four  t<>  mx 
hours.  A  cough  mixture  of  codeia,  muriate  of  ammonia, 
spirits  nitre,  ether,  and  syrup  prunus  Virginiana  was 
Calomel,  one-eighth  grain,  was  given  with  quinine  to  arouse 

retions. 

The  pneumonic  inflammation  soon  ran  it-  course,  and  the 
lungs  gradually  cleared  up,  while  the  pulse  remained  high  for 
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•rul  weeks.     The  patient  made  a  complete  recovery,  and 
retarned  home  five  weeks  after  operation. 
This  case  is  reported  not  because  it  illustrates  anything  new 

in  operative  technique  or  pathology,  but  to  direct  attention  to 
the  size  of  the  tumor  rem  >ved,  as  compared  to  the  age  and 
size  of  the  patient,  and  also  to  note  accompanying  complica- 
tions. 

I  Iasb  II. — Mrs.  W".,  aged  twenty-six  years,  married  seven 
years,  had  three  children,  youngest  three  years  old.  Labors 
all  difficult,  the  first  forceps  delivery;  two  miscarriages,  last 
in  March,  1897,  at  which  time  I  saw  her  when  she  had  been 
in  labor  three  days,  the  physician  in  charge  being  detained 
with  another  case.  Found  her  with  severe  pains,  labor 
obstructed  by  semi-solid  mass  filling  the  hollow  of  the  sacrum. 
Placed  the  patient  in  exaggerated  Sims  position,  carried 
tumor  upward,  allowing  the  fnetal  head  to  enter  the  pelvis, 
anl  delivered  within  thirty  minutes. 

Did  not  see  the  patient  again  until  she  called  at  my  office, 
July  6,  1897,  and  reported  having  had  more  or  less  pain, 
elevation  of  pulse  and  temperature,  with  occasional  chills 
since  March.  No  menstrual  flow  since  lochial  discharge 
checked.  An  examination  revealed  the  uterus  ante  verted, 
pushed  to  the  left  and  up  above  pubes.  A  large  cyst  in  Doug- 
las' pouch  and  right  broad  ligament  the  size  of  a  child's  head, 
semi-solid,  adherent,  tender  and  painful,  was  found.  Uterus 
somewhat  enlarged,  with  softened  cervix;  vagina  slightly 
darkened  in  color. 

A  provisional  diagnosis  of  pregnancy  complicated  by  sup- 
purating dermoid  cyst  was  made.  Patient  watched  a  few 
days.  Found  pulse  90  to  100,  temperature  99°  to  101°  I\, 
with  occasional  chills,  but  she  refused  operative  measures 
until  September,  when  she  consented  to  vaginal  incision  and 
drainage.  The  extensive,  firm  adhesions,  stage  of  pregnancy, 
and  low  vitality  of  the  patient  were  not  favorable  to  coeliot- 
omy  (abdominal).  She  was  taken  to  Atlanta  Retreat  Septem- 
ber 8th.     Ether  given,  vaginal  incision  made,  and  three  pints 
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of  cheesy,  purulent,  fetid  matter  removed,  in  which  were 
some  small  hunches  of  hair.  Cavity  irrigated,  disinfected, 
and   drained    with    rubber   tube,  and    packed    with    gauze. 

Marked    nausea   and    vomiting    for   three   or  four  days   after 
operation,  then  she  gradually  improved  until  the  L6th 
days  after  the  operation),  when  she  miscarried. 

Called  early  in  the  morning  and  found  foetus  in  the  v;i_ 
free  hemorrhage,  and  placenta  in  uterus.  Patient  weak  and 
amende,  and  almost  pulseless.  Had  to  remove  placenta  as 
rapidly  as  possible  with  forceps,  curette  and  tampon  uterus  ; 
work  completed  in  a  very  few  minutes.  At  this  time  the 
patient  was  unconscious,  and  I  was  unable  to  count  radial 
pulse.  Used  hypodermic-,  saline  solution,  and  stimulants, 
patient  rallied  ami  slowly  recovered,  without  any  infection 
of  uterus,  septic  or  putrid.  Drainage  of  cyst  kept  up 
for  some  months,  then  dispensed  with.  Uterus  has  returned 
to  normal  size  ;  flows  regular  ;  no  discharge  ;  cyst  cavity  tilled 
up;  very  little  evidence  of  cyst-wall  left  behind,  ami  patient 
in  better  health  than  for  years. 

I  consider  the  vaginal  incision  a  Life-saving  measure  in  this 
case,  and  justified  by  the  results.     The  patient  admitted  after- 
ward that  miscarriage  wras  due  to  her  having  gotten  up  and 
walked  around  the  room  and  to  the  closet  during  absen 
the  nurse. 


DIAGNOSIS  AND  OPERATIVE  TREATMENT  OF 
TUMORS  OF  THE  LOWER  MAXILLA. 


I'.v    Edmond  SOUCHOU,   M.D.. 
A"      Orleans. 


The  whole  of  the  clinical  aiul  practical  interest  of  the 
tumors  of  the  lower  maxilla  rests  upon  the  size  and  situation 
of  the  tumors  and  upon  the  peculiar  points  of  the  operative 
treatment. 

First,  as  to  size.  Large  tumors — i.  e.}  tumors  of  about  Sc- 
inches by  2}  inches  and  above,  all  require  resection  of  the 
bone,  partial  or  total,  whether  they  are  false  or  true,  benign 
or  malignant. 

lU  tumors — i.  e,,  of  about  2}  inches  by  1}  inches  and 
below,  are  all  curable  by  gouging  or  enucleation,  except  the 
various  forms  of  carcinoma  and  sarcoma,  with  the  most  notable 
exception,  the  sarcoma  myeloid,  or  giant-celled  sarcoma. 

By  going  over  the  list  of  the  small  tumors  of  the  lower 
maxilla  which  can  be  cured  by  gouging  and  enucleation  we 
find  the  following  :  Tumors,  liquid,  formed  by  serosity  and 
the  like,  such  as  cystoma,  serous  ;  cystoma,  mucoid;  cystoma, 
dermoid,  oily ;  cystoma,  hydatid.  Tumors,  liquid,  formed 
by  blood  and  serum,  such  as  hematoma,  varix,  angioma, 
cystoma  sanguineous,  aneurism.  Tumors,  liquid,  formed  of 
lymph,  as  lymphangioma.  Tumors,  liquid,  formed  of  pus  ; 
cystoma,  purulent,  formed  by  cocci  or  tubercle  bacilli. 
Tumors,  solid,  formed  by  a  foreign  body,  such  as  an  encysted 
ball  or  invaginated  sequestrum.  Tumors,  solid,  formed  of 
parasites;  tuberculoma,  syphiloma  or  gumma  persistent,  actin- 
omycosis.     Tumors,  solid,  formed  of  chronic   inflammatory 
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products — i.  c,  cellulitis,  indurated;  periostitis;  ostitis. 
Tumors,  solid,  formed  of  clotted  blood — t.  e.,  bsematoma, 
Bolidified  or  6brinous.  Tumors,  solid,  formed  of  so-called 
homogeneous  tissues — i.  e.t  myxoma,  lipoma,  fibroma,  myoma, 

chondroma,  osteoma,  odontoma,  angioma  solidified,  neuroma, 
and  lastly  sarcoma  myeloid,  or  giant-celled. 

Small  tumors  cured  only  by  pa, -fief  resection  are  the  other 

forms  of  sarcoma — i.e.,  round  and  spindle-celled,  small  or 
large. 

That  sarcoma  myeloid  is  curable  by  gouging  and  enuclea- 
tion is  most  noticeable,  especially  when  we  r<  member  that 
sarcoma,  in  a  general  way,  is  the  most  malignant  of  all  malig- 
nant growths. 

We  do  not  here  mention  carcinoma  and  epithelioma  be- 
cause the  primary  forms  in  bones  are  most  rare,  if  they  do, 
indeed,  exist. 

The  diagnosis  of  sarcoma  is  made  by  a  stroke  of  the  gouge 
into  the  tumor  before  resection  of  a  small  tumor.  The  pecu- 
liar and  characteristic  aspect  of  the  section  surface  will  at 
once  give  a  good  idea.  A  microscopical  examination  on  the 
spot  also,  after  freezing  the  chipped  portion,  will  often  settle 
the  point. 

In  ca-;e  of  doubt,  proceed  as  if  it  were  a  benign  tumor  and 
gouge  it  out. 

After  the  operation  a  more  thorough  examination,  or  an 
inoculation  on  a  lower  animal,  will  remove  all  doubts. 

The  advantages  to  the  patient  of  having  tin  entire  jaw  fully 
justifies  and  even  commands  that  c  mrsc. 

At  any  rate,  observe  the  operated  spot  closely,  and  as  soon 
as  any  sign  of  a  return  manifests  itself  resect  at  once  and 
resect  unsparingly. 

As  to  the  situation  of  large  tumors  requiring  partial  . 
Hon,  the  following  practical  point-  are  important  : 

Tumors  requiring  the  removal  of  the  horizontal  branch  of 
the  bone  interfere  very  much  with  mastication,  as  most  of  the 
teeth  are  also  removed  with  the  bone. 

Large  tumors  requiring  the  removal  of  the  vertical  branch 
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alone,  or  along  with  a  part  only  of  the  horizontal  branch, 
call  for  disarticulation,  and  not  section  of  the  vertical  branch 
with  the  saw,  thus  securing  a  greater  chance  against  a  return 
of  the  disease.     The  remote  result  is  better,  because  enough 

of  the  bone  is  left  with  sufficient  teeth  in  it  to  be  of 
service  in  masticating.  Very  often,  however,  the  remaining 
bone  is  deviated  by  the  action  of  the  muscles,  so  that  the 
lower  teeth  do  not  strike  the  upper  oues  properly  when  the 
jaw  is  closed,  tlius  interfering  seriously  with  satisfactory  mas- 
tication. This  condition  requires  the  adaptation  of  peculiar 
contrivances,  such  as  splints  or  props  with  strings  to  keep 
the  bone  in  good  position  during  the  act  of  mastication. 

Large  tumors  requiring  resection,  but  sparing  the  symphysis 
of  the  maxiUa,  are  more  favorable,  for  reasons  explained  fur- 
ther on. 

The  operation  itself  brings  forth  the  following  peculiarities, 
special  to  itself  or  to  operations  on  the  mouth  or  face: 

1.  The  tongue  must  be  threaded  with  a  strong  thread.  The 
thread  must  be  stout,  as  a  fine  thread,  though  strong,  may  cut 
through  like  a  knife.  It  must  not  be  too  close  to  the  tip,  as 
it  might  tear  through.  The  traction  must  be  gentle,  as  force 
might  cause  enlargement  of  the  thread-hole  without  necessity. 
The  use  of  this  thread  is  to  prevent  the  tongue  from  falling 
back  into  the  pharynx,  thus  causing  asphyxia  and  death;  also 
to  pull  the  tongue  to  one  side  or  forward  when  necessary. 

2.  Thorough  uninterrupted  ancesihesia,  with  the  cone  alone, 
is  often  impossible,  because  of  the  necessity  of  removing  the 
cone  to  be  able  to  operate,  when  the  patient  soon  recovers 
from  the  effect  and  the  operation  has  to  be  stopped  to  allow 
the  cone  to  be  replaced,  etc.  Hence  the  necessity  of  using  a 
tube  through  the  nose  and  an  apparatus  that  will  inject  into 
the  throat  the  vapor  only  of  the  chloroform  or  ether.  Such 
an  apparatus  has  been  devised  by  the  writer,  which  he  has 
called  the  "  ansesthetizer,"  or  "  chloroform  vapor  injector." 
By  its  use  the  cone  is  done  away  with,  the  anaesthesia  is  con- 
tinued uninterruptedly,  hence  saving  of  time,  of  blood,  of 
shock,  etc. 
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Unruly  patients  who  take  the  anaesthetic  badly,  and  cannot 
be  kept  quiet  ><>  as  to  permit  proper  procedures,  arc  in  risk 
of  losing  their  lives  from  hemorrhage. 

3.  The  arteries  injured  in  the  operation  are  the  facials  and 
sometimes  the  temporal,  the  internal  maxillary,  and  the  ex- 
ternal carotid,  the  three  latter  when  disarticulation  has  to  be 
done. 

When  the  disarticulation  is  difficult  there  may  be  a  good 
deal  of  loss  of  blood  from  these  arteries,  especially  the  exter- 
nal carotid.  Preparations  must  be  made  beforehand  to  clamp 
the  trunk  below  very  quickly.  For  this  purpose  disarticu- 
lation should  not  he  begun  until  the  bone  has  been  sectioned 
by  the  saw  and  all  the  structures  dissected  away  except  those 
around  the  condyle.  The  tumor  is  then  used  as  a  lever,  and 
the  condyle  twisted  around  toward  the  knife.  This  must 
graze  the  bone  all  the  time,  when  all  is  safe. 

4.  The  dissection  of  the  flaps  must  be  conducted  so  as  not 
to  include  the  mucous  membrane  of  the  mouth  until  the  last, 
as  the  blood  may  flow  into  the  throat  and  larynx  and  cause 
trouble. 

5.  The  teeth,  which  might  be  in  the  line  of  the  saw,  must 
be  extracted,  and,  also,  before  the  mucous  membrane  is  sec- 
tioned. 

6.  The  bone  is  then  sectioned  with  the  most  convenient 
saw.  Sometimes  it  is  necessary  to  complete  the  section  with 
the  chisel  and  hammer,  thus  saving  the  extensive  dissection 
which  the  use  of  the  saw  throughout  would  require. 

7.  Now  comes  the  important  procedure  of  inserting  a  j>ro}>- 
erhj  shaped  silver  wire  into  the  sectioned  extremities  of  the 
bone.  The  wire  has  to  be  prepared  in  advance,  and  must  he 
properly  fixed  into  the  ends  of  the  hone  ;  it  must  he  about  an 
eighth  of  an  inch  in  thickness.  It  is  destined  to  support  the 
soft  parts  by  taking  the  place  of  the  removed  hone.  The  - 
tioned  insertions  of  the  geniohyoglossus  muscle  of  the  tongu  • 
and  the  fraeuum  must  he  stitched  to  it   firmly. 

Tumors  calling  for  the  removal  of  the  vertical  l>r<n\cli  and 
all  of  the  corresponding  horizontal  branch,  but  leaving  in  p 
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the  symphysis  of  the  maxilla,  to  which  the  geniohyoglossus 
muscle  is  inserted,  do  Dot  require  so  imperatively  the  use  of 

the  wire,  ami  the  deformity  which  follows  is  much  less  marked 
than  when  the  symphysis  has  been  also  removed. 

8.  The  mucous  membrane  is  stitched  together  over  the  wire 
so  as  to  actually  close  the  cavity  of  the  mouth,  then  the  skin 
is  stitched  under  the  wire,  Leaving  a  small  gauze  drain  in  the 
wound. 

Complications  secondary  are  represented  here  by  the  possible 
occurrence  of  oedema  of  the  glottis,  due  to  any  excessive  swell- 
ing following  the  operation. 

It  must  be  provided  for  in  advance  by  procuring  a  trache- 
otomy tube  of  extra  length.  An  ordinary  tube  may  be  lifted 
out  of  the  trachea  by  the  increase  of  the  swelling,  thus  baffling 
the  effort  at  relief.  Intubation  of  the  larynx  is  preferable, 
but  the  same  remarks  also  apply. 

The  results  remote  vary  according  to  the  amount  of  bone 
removed  and  the  more  or  less  perfect  possibility  of  keeping 
up  sufficient  nutriment. 

The  silver  wire  is  sometimes  well  tolerated,  and  should  then 
be  left  in  place  permanently.  If  not  well  tolerated  by  the 
tissues  it  should  be  sectioned  through  an  incision  on  the  middle 
line  and  each  piece  removed  separately. 

Prothetic  attempts  have  been  made  repeatedly  to  use  red 
hard  rubber  jaws  and  the  like,  in  place  of  the  wire,  and  some 
cases  have  given  very  fine  results  in  the  hands  of  skilful, 
painstaking,  and  ambitious  dental  surgeons. 

However,  in  cases  where  the  artificial  maxilla  is  not  toler- 
ated by  the  tissues  and  has  to  be  removed,  the  procedure 
amounts  sometimes  almost  to  an  operation.  The  tissues 
having  cicatrized  firmly  over  it  makes  it  more  difficult  to 
remove  than  might  be  supposed. 


ELECTRO-THERAPY 


r»v  .).   McF  ldden  Gaston,  M.I>. 
Atlanta,  I 


A  study  of  the  most  appropriate  means  of  developing  the 
methodic  application  of  electricity,  under  the  following  head- 
ings : 

1.  Define  electricity  as  it  is  generally  found,  and  describe 
it  in  its  ordinary  manifestations. 

2.  Give  its  forms  and  classify  its  general  relations. 

3.  To  discover  the  proper  apparatus  to  develop  its  proper- 
ties, and  to  present  the  conditions  for  its  application  to  die 

4.  To  study  its  effects  in  tissues,  and  its  relations  with  the 
normal  and  abnormal  state  of  the  human  body. 

5.  To  notice  its  influence  in  various  diseases  and  to  show 
how  they  are  properly  cured. 

6.  To  exhibit  the  knowledge  of  this  matter  and  to  reduce 
it  to  a  system,  so  that  electricity  may  he  profitably  empl 

First.    In  the  first  place  it  is  necessary  to  give  an  idea  of 
th''  term,  electricity,  which  is  a  word  derived  from  the  Greek, 
electron,  and  means  amber,  as  this  was  the  substance  in  which 
electricity  was  first  developed  by  experiments,  and  hem 
considered  the  only  origin  of  it. 

-     m   after  this  it  was  also  developed    in  other  sub--, 
and   now  we  know  that  electricity  exerts   influence  in   the 
majority  of  substances  in  the  material  world. 

The  earth  is  a  great  reservoir  o^  electric  fluid,  and  the 
clouds  which  float  in  the  air,  in  their  rapid  passage,  develop 
BO  much  electricity  as  to  split  trees  and  to  rend  rocks. 

The  electric  fluid  in  our  bodies  course-  along  insensibly,  but 
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even  BO,  it  can  be  distinctly  manifested  OO  any  occasion  when 
the  means  are  employed  for  its  development. 

We  do  not  know  the  constituent  elements  of  electricity,  but 

we  know  its  effects;  and  thus  defining  it,  we  should  say  that 
electricity  is  a  kind  of  delicate  matter,  or  a  rare  fluid,  which 
is  inappreciable  while  at  rest,  but  can  manifest  itself  with 
great  force  when  it  is  set  in  motion,  and  by  means  of  certain 
movements  its  powerful  action  is  eliminated. 

All  created  matter  is  dominated  by  the  influence  of  elec- 
tricity, being  manifested  in  the  law  of  gravitation,  and  it  may 
well  be  that  molecules  and  atoms  of  solid  masses  are  united 
by  the  force  of  electric  attraction,  as  iron  is  attracted  by  the 
magnet  on  account  of  the  currents  of  electric  fluid  which 
circulate  around  it. 

This  power  of  the  magnet  being  distributed  among  the  com- 
ponents of  any  solid  mass  causes  them  to  attract  each  other 
with  the  force  of  thousands  of  pounds,  and  exactly  so  may 
be  explained  cohesion. 

The  fundamental  principle  that  masses  charged  with  differ- 
ent electricity  attract  each  other,  and  those  of  like  form  repel 
each  other,  sustains  the  equilibrium  of  material  objects,  and 
in  case  of  the  approximating  elements  having  a  change  of 
electricity,  these  seek  to  unite  and  become  neutralized,  return- 
ing to  the  normal  state. 

The  constituents  of  electricity,  being  ordinarily  in  equilib- 
rium, have  a  movement  when  they  are  separated  so  as  to  be  per- 
ceptible; and  this  perceptible  movement  on  the  part  of  the 
constituents  of  one  kind  is  generally  accomplished  by  friction, 
and  in  another  by  chemical  action,  which  serve  to  develop 
active  electricity  ;  it  being  the  case  that  as  long  as  neither  of 
these  processes  is  employed,  electricity  is  passive.  Being  in 
equilibrium,  it  is  always  quiet,  but  if  the  equilibrium  is  dis- 
turbed, it  is  manifested  in  action  by  recognized  properties  and 
effects. 

The  difference  in  the  electric  state  of  the  clouds  causes  the 
attraction  of  one  for  the  other,  until  the  masses  of  vapor  unite 
and  produce  rain. 
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The  experiments  of  Franklin  to  conduct  electricity  from 

the  clouds  to  the  earth  by  iron  wire  shows  the  attraction 
between  electricity  in  these  two  bodies,  and  from  this  fact  we 
get  iron  conductors  extending  from  the  highest  points  of 
houses  to  the  ground.  Buildings  may  be  Baved  from  Light- 
ning in  this  way,  and  the  electric  fluid  passes  insensibly  from 
the  clouds  to  the  earth,  where  it  becomes  neutralized.  The 
Lightning  rods  should  have  sharp  points  for  the  passa 
electricity  to  take  place  quietly,  because  points  have  the  prop- 
erty of  attracting  and  discharging  electricity,  and  may  also 
give  exit  to  the  surplus  accumulation  of  electricity. 

Second.  We  pass  on  to  make  two  general  divisions  of  elec- 
tricity, static  and  dynamic,  or  in  other  words,  local  and  that 
with  a  current. 

The  first  is  produced  in  various  substances  by  friction  or 
other  mechanical  movements  which  interrupt  its  equilibrium  ; 
and  the  latter  by  chemical  action  between  different  >ubstances. 
Beside  these  qualities,  the  form  of  induction  which  may  be 
manifested  independently  of  any  process,  and  only  in  conse- 
quence of  the  approximation  of  the  other  mass  charged  with 
electricity.  This  form  appears  independent  of  the  interposition 
of  a  non-conducting  substance,  and  has  no  need  for  a  m<  an-  of 
conduction  for  its  manifestation;  but  when  the  two  Bubstances 
are  brought  in  contact,  the  manifestation  stops  instantly. 

Induction  is  known  by  the  name  of  Faraday,  on  account  of 
the  experiments  made  by  him  for  its  development  Static 
electricity  is  known  by  the  name  of  Franklin.  Electricity 
developed  by  chemical  action  upon  metal  plates,  placed  in  acid- 
ulated fluid,  bears  the  name  of  Gal  van  i,  in  consequence  of  his 
experiments.  Voltaic,  or  the  electricity  of  Volta,  i-  a  modi- 
fication of  the  continuous  current,  ami  follows  the  law  of 
ani  in  nearly  everything,  but  with  less  intensity. 

Either  of  these  f  >rms  has  the  quality  of  positive  and  n 
tive  in  its  manifestation,  and  one  of  these  qua!  mpa- 

the  Other  like  the  shadow  does  the  body,  so  that  one  is 
:it  of  the  other  existing  simultaneously  in  their 
development. 
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In  the  case  of  static  electricity,  vitreous  substances  in  the 
development  <>f  electricity  have  a  positive  property,  and  in 
resinous  Bubstances  it  is  a  negative  property  which  manipu- 
lates Itself. 

In  electro-dynao  tive  electricity  is  shown  in  copper, 

and  negative  in  zinc,  and  they  change  one  to  the  other  in  the 
transmission  of  each  one  on  the  side  of  the  circuit,  so  that  it 
>urse  through  opposite  direct; 

The  way  in  which  electricity  is  accumulated  is  by  means  of 
isolation,  which  consists  in  the  use  of  glass  or  other  non- 
conductor, to  support  the  material  to  serve  as  an  accumulator, 
aud  thus  being  charged  with  the  positive  or  negative  form, 
remains  at  rest  until  a  conductor  is  presented  extending  to  the 
earth,  where  it  is  scattered. 

The  atmosphere,  being  damp,  serves  as  a  conductor,  and  the 
accumulation  would  be  wasted  little  by  little  in  this  manner. 

A  spheroid  mass  being  charged  and  isolated,  remains 
charged  with  electricity  until  the  atmosphere  draws  it  away ; 
but  in  case  a  mass  is  ovoid  the  electricity  with  which  it  is 
charged  gradually  leaves,  and  if  it  has  a  point,  it  soon  escapes, 
so  that  if  it  has  a  thin  and  smooth  prominence  it  will  scarcely 
bold  electricity. 

Experiments  to  eliminate  it  in  the  dark  show  the  positive 
current  in  the  form  of  a  brush,  aud  the  negative  in  the  form 
of  a  star. 

It  is  not  only  the  escape  of  electricity  as  described  above, 
which  is  presented  in  the  dark,  but  also  magnetic  polarity  is 
perceived  bv  persons  in  which  the  sensibility  of  the  nerves  is 
sufficiently  exalted. 

The  manifestations  of  electricity  produced  by  various  m 
differ  among  themselves,  but  there  are  many  points  of  corre- 
spondence, and  we  cannot  establish  which  should  be  the   line 
of  distinction. 

The  relations  of  quality  and  intensity  in  the  static  and 
dynamic  are  in  inverse  proportion,  and  the  smallest  amount  of 
the  former  is  more  manifest  than  the  greatest  amount  of  the 
latter,  giving  a  strong  shock  when  it  is  of  static,  and  making 
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little  impression  when  it  is  of  the  dynamic,  except  if  the  ele- 
ments developing  it  arc  increased,  and  so  in  Teas  «  the  inten- 
sity, we  will  yet  reach  a  better  knowledge  of  these  relations. 

Third.    I  do  not  propose  to  touch    upon  all    the  apparatus 

which  an-  employed  for  the  development  of  so  many  varieties 

of  electricity,  but  I  shall    notice  some  of   the   best   known  in 

ientific  world  and  generally  employed  in  the  practice  of 

this  art. 

The  static  is  developed  in  two  forms,  the  positive  being  the 
result  of  cloth  or  other  material  upon  glass,  and  the  instru- 
ments for  reaching  this  result  are  various  Negative  elec- 
tricity is  produced  by  friction  upon  a  resinous  substance,  there 
being  a  great  variety  of  conformation  to  adapt  them  to  their 
application. 

The  machine  which  is  generally  employed  has  round  glass 
plates  of  a  diameter  of  two  feet,  with  an  isolated  stool,  and 
also  a  sofa  for  the  use  of  the  sick,  isolated  with  glas<  jars,  in 
which  are  placed  the  legs. 

Induction  instruments  are  of  two  kinds,  the  one  operated 
by  Voltaic  piles,  and  the  others  in  which  a  permanent  magnet 
furnishes  the  efficient  power. 

Galvanism  is  the  result  of  a  combination  of  three  elements 
of  two  different  metals  and  of  an  acid  fluid  diluted  with 
water.  Sulphuric  acid  mixed  with  a  sufficient  amount  of 
r  is  placed  in  a  glass  jar,  mid  a  plat.- of  zinc  is  united  by 
a  wire  to  a  plate  of  copper,  and  these  are  arranged  in  the  jar. 
While  the  parts  arc  united  the  current  of  electricity  is  devel- 
oped, running  from  the  zinc  to  tin*  copper  :  but  it  i-  necessary 
that  the  metals  and  the  Huid  shall  be  of  such  kind  that  the 
fluid  shall  operate  with  greater  force  upon  one  metal  than  upon 
ther, and  the  current  of  electricity  will  be  more  powerful, 
while  the  chemical  effects  of  the  fluid  upon  the  metal  arc 
different,  the  positive  current  being  of  that  in  which  the  action 
predominates,  and  the  negative  current  that  proceeding  from 
the  one  upon  which  the  action  i>  li 

( )ne  pair  of  the  plates  i>  insufficient  alone  to  show  prop 
the  effects  of  the  galvanic  current,  and  although  the  quantity 
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of  electricity  is  not  increased  by  the  increase  in  the  Dumber 
of  plate-,  yet  it  gains  considerably  in  intensity  and  the  influ- 
ence upon  the  organism  is  more  sensible. 

The  passage  of  the  current  from  one  single  pair  of  plates 
is  scarcely  perceptible,  when  the  conductors  are  in  one's 
hands  ;  but  when  a  dozen  pairs  are  connected  in  a  circuit,  and 
we  hold  them,  a  violent  shock  results. 

By  increasing  still  more  the  number  of  pairs,  the  effect  will 
be  greater  to  a  person  at  the  end  of  the  wires,  and  if  the  wires 
are  afterward  removed  a  short  distance  from  each  other,  there 
will  appear  a  small  spark  produced  by  the  electricity. 

The  connection  is  made  by  a  wire  which  extends  from  one 
plate  of  copper  to  a  plate  of  zinc,  in  separate  jars,  and  finally 
those  terminating  the  series  constitute  the  electrodes  of  the 
machine.  The  current  passes  from  a  plate  of  copper  along 
the  course  of  the  wire  to  one  of  the  plates  of  zinc  at  the  other 
end. 

The  batteries  for  developing  galvanic  electricity  vary  much  ; 
but  all  attain  the  same  result  as  that  above,  of  producing  and 
conducting  the  electric  fluid;  and  one  may  select  one  or  the 
other,  as  it  may  be  most  convenient.  Among  those  most 
recognized  are  the  batteries  of  Cruikshank,  Daniel,  Grove, 
Snell,  and  Bunsen. 

The  ordinary  apparatus  employed  in  the  application  of  elec- 
tricitv  has  two  or  more  piles,  in  which  the  plates  of  copper  or 
zinc  are  alternated,  to  prevent  their  contact,  placed  in  a  solu- 
tion of  sulphate  of  copper,  and  from  the  last  opposite  metals 
covered  metal  wires  extend,  isolated,  to  prevent  their  contact, 
and  armed  with  cylinders,  balls,  brushes,  etc.,  is  applied  upon 
the  parts  to  be  treated,  that  which  is  positive  being  put  on  the 
side  of  the  nervous  centres,  and  the  negative  upon  the  ex- 
tremity of  the  nerve,  so  that  the  current  may  run  along  the 
course  of  the  ramification  of   the  nerve  between  the  muscles. 

It  is  also  ea^y  to  apply  a  small  battery  with  two  cells  in 
which  a  .solution  of  sulphate  of  mercury  is  used,  for  this  may 
be  carried  in  the  pocket  of  the  physician,  and  can  be  placed 
in  any  part  where  the  patient  is  to  be  treated. 
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As  T  have  had  a  considerable  experience  in  the  use  of  these 
two,  1  give  preference  to  one  or  the  other  apparatus  according 
to  the  nature  of  the  disease,  and  the  physician  may  choose 

from  the  different  ones  that  one  which  may  be  most  conve- 
nient, holding  in  mind  always  that  the  one  which  is  most 
simple  will  he  least  apt  to  get  out  of  order,  and  more  easily 
mended. 

Rings  and  collars  of  galvanized  metal  are  generally  found 
ready  made,  and  have  more  effect  if  they  are  again  put  in 
contact  with  a  strong  magnet;  and  thus,  at  least,  show  some 
work  of  induction  from  the  influence  of  galvanism  upon  the 
metal. 

When  the  object  is  to  have  a  collar  or  other  electric  circuit, 
a  series  of  disks  of  different  metals  should  be  put  alternately, 
with  the  acidulated  substance  between  them,  on  the  order  of 
a  Voltaic  pile,  which  can  develop  the  electricity  constantly 
when  the  extremities  are  connected. 

With  this  apparatus  we  may,  with  certainty  get  some  result. 
The  apparatus  of  this  kind  is  always  ready  to  produce  a  con- 
tinuous current  of  electricity,  and  is  convenient  to  apply  in 
cases  which  require  daily  or  constant  repetitions. 

In  treating  of  the  means  of  developing  electricity,  T  cannot 
leave  unnoticed  the  effects  of  one  person  upon  another,  on 
the  order  of  animal  magnetism,  which  have  been  practised  by 
Mesmer,  and  afterward  by  others. 

I  have  already  presented  the  fact  that  the  human  body 
gives  out  electricity  when  we  have  means  of  exciting  it  ;  and 
now  I  declare  that  the  organism  is  in  itself  an  electric 
machine,  in  which  electricity  is  generated  and  propagated  to 
another  with  which  it  may  have  relations. 

I  witnessed  several  years  ago  an  exhibition  of  the  power  of 
one  man  upon  other  persons  drawn  indifferently  from  a  large 
audience. 

With  his  eyes  fixed,  and  passing  his  hands  from  above 
downward,  in  front  of  the  individual  he  8UC  ceded  in  leav- 
ing him  insensible  an  1  asleep,  so  that  no  one  could  awaken 
him.  and  only  the  operator,  at  his  will,  by  passing  his  hands 
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in  the  opposite  direction,  could  arouse  him  out  of  this  abnor- 
mal state. 

Since  that  time  I  have  lead  oca-ion  to  witness  the  most 
varied  experiments,  which  have  '.riven  me  a  confirmation  of 
their  force,  ami  to  the  extent  that  I  myself  have  practised 
this  process  with  good  result. 

At  first  it  was  a  surprise  to  me  that  such  an  effect  should 
result  from  means  so  insignificant,  but  I  finally  became  con- 
vinced of  the  reality  of  the  appearances,  and  that  the  elec- 
tricity from  the  body  of  the  operator  influences  the  body  of 
the  one  operated  upon  in  such  a  way  that  the  latter  becomes 
totally  asleep,  and,  having  no  more  power  in  himself,  obeys 
the  force  of  the  operator. 

In  this  state  the  patient  does  not  feel  pain,  nor  does  he  note 
anything  around  him.  Needles  can  be  stuck  into  the  most 
delicate  tissues  without  their  producing  the  least  movement, 
and  any  limb  of  the  body  could  even  be  cut  without  the 
patient  feeling  the  least  pain  ;  so  that  operations  of  gravity 
done  by  surgeons  are  completed  without  the  knowledge  of  the 
one  upon  whom  they  are  practised. 

Not  being  able  to  give  the  reason  of  this  insensibility  in 
any  other  way,  I  take  it  that  it  results  from  the  electric  state 
in  which  the  organism  is  found. 

It  is  verified  by  Mr.  Washburn  that  the  American  Indians 
are  accustomed  to  cure  toothache  by  the  application  of  elec- 
tricity, produced  by  friction  of  woolen  cloth,  with  the  finger 
of  the  operator,  which  is  placed  on  the  tooth  afterward,  caus- 
ing relief  at  the  same  moment.  Washburn  himself  made  use 
of  the  same  process,  and  had  a  cure  as  the  result  of  it,  and 
anyone  wishing  to  try  the  same  may  repeat  it. 

Electricity  can  be  developed  in  the  human  body  to  the 
point  of  being  manifested  in  very  pronounced  effects,  and  it  is 
proper  that  I  should  notice  the  case  of  a  young  lady,  the  case 
being  well  authenticated,  which  occurred  in  the  United  States 
a  few  years  ago.  Walking  lightly  over  a  woolen  carpet,  and 
rubbing  her  feet  over  it,  so  much  electricity  was  evolved  that 
extending  her  arm  and  reaching  near  a  jet  of  gas,  and  touch- 
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ing  it  the  gas  was  Lighted,  and  every  time  the  experiment  was 

repeated  the  gas  was  Lighted. 

I  am  encouraged  to  show  the  other  manifestations  of  elec- 
tricity in  the  human  body,  by  the  testimony  of  Reichenbach, 
a  man  well  known  as  a  scientist  who,  in  view  of  liis  laborious 
experience  in  the  discovery  of  creosote  and  other  chemical 
substances,  is  free  from  any  suspicion  of  being  mistaken  in 
his  investigations. 

In  his  work  entitled  Electro-DynamieSj  or  the  Force  of  Od, 
we  read  that  some  people  can  sleep  well  only  when  their 
bodies  are  placed  transversely  to  the  axis  of  the  earth,  and 
with  the  head  in  the  direction  of  the  rising  sun.  In  this 
there  is  no  doubt  that  repose  comes  from  the  relation 
of  the  electricity  of  the  body  to  the  earth,  which  is  con- 
sidered as  a  vast  magnet,  due  to  the  current  of  electricity 
encircling  it. 

All  know  that  a  piece  of  iron  suspended  by  a  piece  of  silk 
thread  tied  at  its  middle  point  in  the  proximity  to  electric 
wires,  will  remain  at  rest  only  in  a  certain  position,  and  from 
this  experiment  we  may  infer  that  tin?  human  body  is  influ- 
enced by  currents  of  electricity  on  the  earth,  to  remain  at  rest 
in  a  lixed  position,  and  we  may  establish  the  principle  that 
the  electricity  of  the  body  has  always  this  relation  to  the 
transverse  axis  of  the  polarity  of  the  earth. 

Many  examples  are  presented  by  this  author  in  supp  >rt  of 
the  idea  that  the  electricity  of  the  body  is  in  a  state  of  greater 
force  during  the  forenoon,  gradually  increasing  fro  a  dawn  up 
to  midday,  and  afterward  decreasing  gradually,  losing  the 
electric  vigor  during  the  afternoon  and  night  until  the  early 
dawn,  when  it  is  reduced  to  the  minimum. 

Being  thus  related  with  the  revolution  of  the  earth  in  the 
presence  or  absence  of  the  sun,  electric  force  increases  only 
while  the  sun  crosses  the  earth  ami  develops  electricity  which 
circulates  around  it. 

Many  physicians  have  noticed  that  the  vital  force  in  weak 
patients  obeys  the  same  rule,  and  that  weakness  is  more 
apparent   in   the   last   hours  of  the    night,  corroborating   the 
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observation  of  Reichenbaoh  on  the  electric  force,  which  is 
described  as  the  force  of  ( >d. 

Recognizing  this  animal  maun  »tism  in  the  human  body,  we 
can  at  Least  profit  by  it  by  instituting  a  hygiene  more  con- 
formable to  the  nature  of  th  \  race,  and  by  preventing  abuses 
which  the  people  practice  in  their  domestic  life. 

The  electric  conditions  which  are  operative  upon  the  organ- 
ism in  sleep  call  for  the  attention  of  philosophers,  and  in 
spite  of  this  state  happening  daily,  the  scientific  world  has 
not  yet  given  a  scientific  explanation  of  sleep,  nor  does  it 
know  in  what  consists  this  deadening  of  the  intellectual 
faculties. 

Having  in  mind  the  idea  of  throwing  some  light  upon 
this  subject,  if  possible,  I  would  note  minutely  the  principles 
of  sleep  and  its  consequences,  in  my  own  person,  considering 
that  will-power  has  more  or  less  action  in  the  hours  of  sleep. 

Upon  lying  down  we  make  up  our  mind  to  get  up  at  dawn, 
and  although  we  are  not  accustomed  to  arise  at  this  hour,  we 
awaken  at  the  hour  which  we  have  in  mind  at  the  moment  of 
lying  down,  and  for  my  part,  if  I  wanted  to  wake  up  every 
two  hours  through  the  course  of  my  sleep,  I  could  certainly 
awake,  and  I  have  done  so  without  losing  sleep  in  the  in- 
tervals in  which  I  wanted  to  sleep. 

I  take  it  that  this  will-power  in  the  hours  of  sleep  is  very 
different  from  anything  which  happens  while  we  are  awake, 
and  all  who  have  practised  this  are  surprised  at  the  facility 
with  which  the  space  of  time  can  be  regulated  during  the 
night  with  more  exactness  than  during  the  day,  in  which  all 
the  faculties  are  free. 

The  experience  of  others  could   confirm  my  observation, 
that  an   oppressive  sleepiness,    even   during  the  day,  p 
over   at   times,   suddenly,  leaving    the    body   light    and    the 
thoughts  free,  as  though   it  had   been  after  several  hours  of 
sleep  in  bed,  and  it  is  not  going  to  return  this  time. 

A  person  can  be  sleepy  under  circumstances  which  will  not 
admit  of  his  lying  down,  but  he  may  sleep  sitting  or  ill  at 
ease  in  some  part,  so  that  he  may  awake  from  time  to  time, 


./.   MCFADDEN  QASTON.  409 

feeling  at  this  time  a  sudden  movement  of  the  brain,  as  though 
from  fright,  which  passes  away  instantly. 

Studying  these  observations  in  conjunction  with  other  facts 
in  my  own  experience,  concerning  the  state  of  the  body  while 
asleep,  I  cannot  explain  them  unless  they  can  be  based  upon 
the  development  of  a  different  electricity  at  the  time  when 
sleep  superven  9. 

If  it  had  not  been  so  often  noticed  that  sleep  comes  and 
goes  so  slowly,  we  could  meet  difficulties  in  receiving  their 
hypothesis,  but  the  conditions  having  been  noted  and  studied 
in  all  their  relations,  favor  the  electric  explanation. 

In  the  dearth  of  other  data,  I  am  inclined  to  believe  in  the 
local i/at ion  of  the  electricity  of  the  body  in  the  act  of  sleep- 
ing, after  the  manner  in  which  a  Ley  den  jar  is  charged. 
Sleep  comes  from  this  separation  of  electricity  outside  and 
inside  upon  the  brain  and  in  the  nerve  centres,  gradually 
increasing  until  the  individual  sleeps  profoundly  and  becomes 
thus  fixed,  until  his  body  is  rested,  or  until  he  receives  a 
fright,  when  the  different  parts  of  electricity  are  united  and 
the  equilibrium  is  established  in  the  body. 

As  the  positive  and  negative  in  the  electricity  are  separated 
outside  and  inside  of  the  Leyden  jar  by  the  art  of  the  oper- 
ator, I  suppose  that  nature  allows  the  same  arrangement  in 
the  human  body,  and  although  I  am  not  able  to  explain  as 
yet  the  method,  I  leave  it  to  some  one  else  to  explain  or 
explore  the  arcanum  and  to  present  at  some  future  time  the 
more  precise  enlightening  rays. 

I  have  presented  this  theory  without  being  able  to  reduce 
it  to  a  scientific  basis;  but  in  view  of  the  fact  that  the  st 
the  faculties  under  the  influence  of  animal  magnetism  corre- 
sponds in  many  points  with  that  of  natural  sleep,  and  know- 
ing that  is  caused  by  electricity,  I  think  the  inference  that 
sleep  may  also  be  the  result  of  a  change  of  electricity  in  the 
body,  is  a  legitimate  induction. 

During  active  life  it  is  understood  that  the  electricity  is  in 
equilibrium, but  when  the  body  needs  rest  it  may  be  that  the 
conditions  present  themselves  spontaneously  to  break  up  the 
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equilibrium,  and  that  the  electricity  of  the  body  changes,  80 
that  it  produces  the  result  indicated. 

The  following  paper  by  another  may  Buffice  to  illusl 
tin'  headings  marked  4,  5,  and  <>  : 

Electricity  has  been  applied  in  all  the  arts  and  sciences  and 
rreaX  variety  of  useful  mechanical  appliance-.     The  thor- 
ough realization* of  the  scope  of  i  lerful  agent  is  not 
possible  without  considering  and  contemplating  the   many 
changes  which  have  been  brought  nee  the  important 
very  by  Galvani. 

The  electric  telegraph  first  startled  the  world  by  the  rapidity 
of  transmission  and  the  annihilation  of  time  and  spice.  Then 
the  telephone  became  a  complete  revelation  of  power,  and  a 
new  impetus  to  all  communication  between  man  and  man  was 
given  when  its  many  improvements  were  applied. 

In  like  manner  as  a  motor  electricity  has  made  changes  in 
locomotion  in  every  department  of  enterpris  . 

While  the  changes  have  been  more  widespread  in  the  above 
applications  of  electricity,  we  doubt  whether  there  could  be 
a  more  astonishing  transformation  of  methods  than  that 
accomplished  by  the  application  of  electricity  to  medicine 
and  surgery.  Beginning  with  the  Leyden  jar,  a  simple  shock 
was  used  in  certain  disea.-es,  while  the  static  machine  has  been 
known  for  centuries  to  be  a  powerful  therapeutic  remedy. 

At  the  same  time  we  find  that  the  most  important  results 
have  been  attained  by  Galvanic  and  Paradic  electricity. 

In  treating  strictures,  tumors,  naevi,  nervous  disease-,  the 
current  has  been  applied  with  marked  and  satisfactory  c 
The  careful  observation  of  data  and  the  compilation  of  sta- 
tistics by  Apostoli,  Betton  Massey,  and  others  show  that  in 
diseases  of  women  electrolysis  is  an  agent  of  undoubted  merit. 
In  the  method  of  cataphoresis  as  used  by  Drs.  McGu  ire,  Gas- 
ton, and  others,  most  remarkable  changes  in  cell-formation 
and  tissue-proliferation  are  shown  to  be  made  by  medicines 
which  can  be  directly  topically  applied  by  the  method  of 
transmission  from  the  positive  to  the  negative  pole.  The 
ordinary  stimulant  effect  of  electricity  enables  the  physician 
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to  administer  medicines  by  its  means  which  would   not    be 

borne  so  well    by  weak   patients.     Carci no-sarcoma,  adeuo- 

>ma,  or  Bmall-celled   sarcoma   have   been   cured   by  the 

application  of  Donovan's  solution  to  them  in  this  way.  At 
the  same  time  an  internal  exhibition  of  this  drug  has  been 

used. 

The  process  of   the  galvano-cautery  has  l»  sen  very  well 

recognized,  and  by  means  of  snares  nasal  polypi  and  adenoid 
growths  have  been  successfully  extirpated,  while  the  h<  mor- 
rhage  in  ties;'  cases  is  less  than  in  the  process  of  torsion  or 
of  the  various  cutting  instruments  that  have  hen  devised. 

In  regard  to  the  cauterizing  effects  of  electricity,  we  would 
mention  Dr.  Betton  Massey's  process  of  cataphoresis  and  the 
action  of  gold  electrodes  coated  with  pure  mercury.  The 
cae  -  which  he  has  treated  are  cases  of  malignant  growths 
which  are  frequently  o})erable,  but  which  in  his  experience 
have  yielded  to  the  destructive  effects  of  the  mercury  and  the 
current  combined.  The  cases  which  he  has  reported  recently 
have  been  cases  of  carcinoma  of  the  mammary  gland,  and  in 
these  cases  the  axillary  glands  are  also  attacked  by  the  elec- 
trode in  one  seance  under  an  anaesthetic. 

Dr.  E.  H.  Bradley,  of  Peoria,  Illinois,  in  a  thoughtful 
article  in  the  Peoria  Medical  Journal,  of  July,  1898,  draws 
attention  to  the  value  of  cataphoresis  in  the  sterilization  of 
wounds,  showing  the  direct  application  of  mercury  when  the 
bichloride  is  used  and  the  free  chlorine  escapes  at  the  positive 
pole  where  the  bichloride  of  mercury  is  applied,  while  the 
metallic  mercury  goes  to  the  interior  of  the  wound  and  to  the 
negative  pole,  killing  all  germs. 

He  states  that  iodine  is  electro-positive  and,  hence,  must 
i>c  applied  to  the  negative  pole  of  the  current,  but  the  results 
of   McGuire  in  goitre  do  not  bear  him  out. 

The  application  of  the  weak  galvanic  current  has  also  been 
successfully  made  in  cases  of  urethral  stricture,  enlarged  pros- 
tate; and  epilation  by  electrolysis  is  a  very  well-recognized 
proa 

I   have    recently    treated   a  case    by  electricity  in   a    rather 
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novel  condition.  The  nerve1  of  the  arm  was  painful,  and  a 
small  amount,  about  one-half  grain  of  cocaine  hydrochlorate 
was  applied  to  the  arm  along  the  ramifications  of  the  nerve1, 
and  this  is  always  attended  with  anaesthesia,  as  is  known  in 
of  extraction  of  teeth.  Another  ease  now  under  my  care 
is  one  of  a  lady  with  a  few  extra  hairs  on  both  sides  of  the 
upper  lip,  and  several  on  the  chin  and  the  neck.  The  needle 
is  put  on  the  negative  pole  and  applied  into  the  hair  follicle. 

Half  a  minute  suffices  to  destroy  the  follicle.  About  five 
cells  of  a  Waite  and  Bartlett  battery  are  used. 

Case  of  a  uterine  fibroid  was  seen  this  week,  with  the  advice 
to  have  electricity  applied. 

I  will  close  this  paper  by  inserting  a  letter  which,  on  account 
of  its  interest  to  the  profession,  has  been  published  : 

Thamesyille,  Out.,  June  13,  1898. 

J.  McFadden  Gaston,  Esq.,  M.D.,  Atlanta,  Ga.: 

Dear  Doctor  :  I  dare  say  you  wrould  care  to  know  how 
we  are  progressing  with  cataphoresis.  I  do  not  know,  of 
course,  how  much  credit  is  due  to  your  line  of  treatment,  but 
the  fact  is  that  my  brother  is  at  present  in  excellent  health, 
with  no  appearance  of  disease  about  him,  whereas  over  a  year 
ago  I  had  thought  that  further  attempts  to  save  his  life  would 
be  useless,  and  I  was  backed  up  in  this  by  several  good  men. 
Certainly  had  we  allowed  the  case  to  take  a  natural  course  he 
would  have  been  dead  before  now.  The  tumor  wTas  removed 
as  often  as  it  recurred — averaging  once  in  two  months.  I 
commenced  treatment  by  cataphoresis  on  June  24,  1897,  and 
have  continued  it  since,  together  with  the  administration  of 
succus  alteraus  and  Donovan's  solution.  I  had  to  remove 
tumor  three  times,  however,  viz.,  August  30th.  October  21st, 
and  December  31st,  and  now  for  nearly  six  months  have  not 
had  any  sign  of  trouble.  Before  commencing  this  treatment 
the  tumor  had  been  removed  five  times  with  an  average 
interval  of  two  months. 

Microscopic  Report*.  First,  adenosarcoma  of  testicle.  Dr. 
Cavan,  Toronto. 
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Second,  round-celled  sarcoma  (first  recurrence).  J>r.  Ander- 
son, Toronto. 

Third,  carcinosarcoma  (third  recurrence).  Dr.  Anderson, 
Toronto. 

Fourth,  adeno-carcinoma  (fifth,  sixth,  and  seventh  recur- 
rences).    Dr.  Cullen,  Johns  Hopkins  Hospital. 

Of  course,  it  is  too  soon  to  speak  with  confidence,  but  per- 
haps this  seeming  prospect  of  su  a,  may  encourage  some 
one  else  to  persevere 

My  experience  with  this  case  would  lead  me,  in  a  similar 
one,  to  remove  the  recurring  growths  as  early  as  possible. 
Seeing  that  there  is  no  room  for  a  radical  operation,  I  would 
remove  only  enough  tissue  to  insure  complete  removal  of 
growth — not  cutting  as  wide  as  possible,  but  saving  tissues 
for  future  operations.  I  would  avoid  using  ligatures  if  at  all 
possible,  to  control  bleeding  points  without  them,  and  1  would 
persevere  with  cataphoresis,  using  the  positive  electrode  near 
the  tumor  and  the  negative  at  a  considerable  distance  from 
the  same.  Twice  in  this  case  I  have  had  to  dissect  very  care- 
fully the  growth  from  the  urethra,  and  felt  sure  that  a  recur- 
rence would  take  place  there,  but  was  agreeably  disappointed 
to  find  the  next  appearance  at  a  different  part,  thus  getting  as 
good  a  result  as  if  I  had  cut  wider,  and  with  a  very  great 
saving  of  discomfort  to  the  patient.  The  last  removal  of  the 
growth  did  not  extend  much  more  than  one-fourth  of  an  inch 
away  from  the  tumor. 

I  have  often  wondered  whether  that  patient  with  disease  of 

the  penis,  whom  you  mentioned  in  one  of  your  letters,  had 

received  benefit  or  not.      You  said  another  medical  man  had 

!  you  about  your  treatment,  and  proposed  trying  it  with 

him. 

I  have  to  thank  you  again  for  your  kind  assistance  and 
courtesy  in  this  case,  and  only  hope  that  the  termination  of  it 
may  be  such  as  will  place  me  in  a  position  to  more  publicly 
acknowledge  the  same.      I  remain, 

Very  truly  yours, 

K.  X.  Frabeb. 
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Note. — Sin  article  was  prepared   I  have  received 

another  report  from  Dr.  Fraser,  which  may  be  added  : 

TllAMKSYIl.I.i:,   ONT.,    April  -. 

J.  M<  F.\i>i>i:.\  Gaston,  Esq.,  M.D.,  Atlanta. 

Deab  Doctor:  I  am  preparing  a  report  of  my  case  of 
recurrent  malignant  disease,  which  I  will  probably  read  at 
the  approaching  meeting  of  the  Ontario  Medical  Association. 
I  will  give  an  outline  of  the  case  reported  by  von,  and  would 
be  glad  to  know  the  present  condition  of  your  patient.  I 
would  like  also  to  know  whether  other  cases  have  been 
reported  which  would  be  of  interest  in  connection  with  a 
study  of  this  method  of  treatment.  My  patient  is  now  in 
excellent  health,  without  any  appearance  of  disease — over 
fifteen  months  since  last  removal  of  tumor.  We  are  still 
continuing  treatment. 

I  remain  very  truly  yours, 

R.    X.    FftASEB. 

My  response  gave  him  the  results  of  several  eases  under 
my  observation.  The  confirmatory  results  of  the  treatment 
of  sarcoma  by  electrolysis  and  cataphoresis  are  certainly 
gratifying  to  me.  The  case  he  mentioned  was  a  boy,  whose 
case  1  reported  to  the  American  Surgical  Association  on 
May  4,  5,  and  6,  1897.  The  case  was  one  of  small,  round- 
celled  sarcoma  of  the  abdominal  cavity.      He  was  under  my 

!  care  from  November  25,  1895,  to  the  present  time, 
April  12,  1899.  There  has  been  no  recurrence.  Fully  two 
years  have  elapsed  since  the  final  disappearance  of  all  out- 
ward manifestations  of  induration  or  cachexia  to  malignant 

B,  For  three  months  all  treatment  has  been  suspended, 
with  no  complaint  on  the  part  of  the  patient. 


A    DEFINITION    OF    THE    NORMAL    POSITION 
OF  THE  UTERUS,  AND  A  CONSIDERATION 
OF  [TS  SUPPORTS   FROM   A   PRAC- 
TICAL STAND-POINT. 
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Aptek  knowledge  of  a  subject  becomes  extensive  and 
accurate  it  will,  sooner  or  later,  crystallize  in  a  definition. 
This  is  a  great  advantage  to  beginners,  for  it  affords  a  teal 
by  which  they  may  correct  false  impressions  and  avoid  much 
an  necessary  work.  That  the  definitions  of  the  normal  posi- 
tion of  the  uterus  found  in  the  text-books  are  almost  as 
numerous  as  the  writers,  indicates  that  a  satisfactory  definition 
has.  not  been  found.  Many  definitions  embody  the  statement 
that  the  axis  of  the  uterus  should  be  at  right  angles  t<>  the 
plane  of  the  brim,  or  a  little  forward  of  this  line,  and  this 
implies  that  the  uterus  occupies  a  fixed  position.  To  avoid 
such  a  misconception  it  would  be  well  to  substitute  for  the 
term  "position"  the  term  "  path/'  To  be  sure,  we  use  the 
term  position  to  imply  motion  in  a  limited  space.  For  ex- 
ample, we  speak  of  the    position   of   the    earth    in    the 

1,  but  as  every  one  knows  that  its  position  is  constantly 
changing,  no  one  is  misled.  If,  however,  some  <>n<>  in 
authority  startled  us  by  the  statement  that  the  world  was 
out  of  place  we  should  know  at  once  that  a  new  force  had 
appeared  in  the  universe.  Th  re  would  be  no  objection, 
then,  to  the  term  "  position"  of  the  uterus  if  we  used  it  as 
we  speak  of  the  earth,  but  to  avoid  the  prevalent  conception 

that  the  position  i-  a  li\«  d  one  it  is  best  to  us.'  the  term  path. 
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Notwithstanding  the  faulty  definitions,  do  one  can  deny  that 
the  uterus  is  a  movable  organ,  for  every  time  there  is  an 
increase  of  abdominal  pressure  caused  by  descent  of  the 
diaphragm  in  respiration  the  pelvic  floor  is  pushed  toward 
the  outlet,  carrying  with  it  the  uterus.  It  may  be  said  that 
though  the  uterus  is  in  constant  motion,  it  has  no  path  such 
as  would  justify  us  in  comparing  it  to  the  earth's  orbit; 
but  if  we  study  the  movements  of  the  uterus  carefully  we 
will  find  that  it  has  a  regular  path,  which  is  determined 
by  the  forces  always  acting  to  a  greater  or  less  degree  in  the 
pelvis.  The  earth  would  be  out  of  place  if  it  occupied  on  the 
2d  of  May  the  position  it  should  have  occupied  on  the  1st. 
So  with  the  uterus.  If  it  stays  forward  when  the  normal 
forces  of  the  pelvis  push  it  backward  it  is  out  of  place,  and 
if  it  is  backward  when  the  normal  forces  push  it  forward  it 
is  out  of  place.  Suppose,  by  careful  observation  of  a  healthy 
woman,  we  determine  the  path  of  the  uterus — that  is,  its 
normal  range  of  motion;  now,  the  uterus  may  be  in  any 
part  of  this  path  and  yet  be  out  of  place.  If  it  is  lying  for- 
ward, with  a  full  bladder,  this  is  abnormal ;  if  it  is  backward, 
with  an  empty  bladder,  this  is  likewise  abnormal.  There- 
fore, any  definition  of  the  position  of  the  uterus  must  take 
into  account  the  forces  that  move  it  and  the  supports  that 
resist  such  forces. 

The  position  of  the  uterus  is  determined  by  the  following 
conditions  : 

1.  Abdominal  pressure. 

2.  AVeight  of  the  uterus. 

3.  Shortening  or  elongation  of  the  uterine  bands. 

4.  Distention  and  emptying  of  the  bladder  and  rectum. 
1.  The  matter  of  uterine  supports  is  usually  made  unneces- 
sarily complicated.  They  may  be  divided  into  two  bands  :  one 
in  front  and  one  behind  the  uterus.  The  anterior  band  ties 
the  uterus  to  the  anterior  part  of  the  pelvis.  It  is  composed 
of  peritoneum,  the  walls  of  the  bladder,  and  the  anterior 
wail  oi  the  vagina,  with  its  investing  fascias.  It  is  exceed- 
ingly  strong,  and  contains  the  urethra.     It  is  attached  to  the 
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anterior  surface  of  the  cervix,  except  the  portio  vqgincdis,  and 
extends  upward  on  the  anterior  surface  of  the  uterus.  Figi 
1  represents  a  median  sagittal  section  of  the  pelvis.  It  should 
be  remembered  that  only  a  portion  of  the  anterior  band  is 
seen  in  this  drawing.  The  part  that  passes  from  side  to  side 
of  the  anterior  part  of  the  pelvis  in  the  fascia  encasing  the 
bladder,  of  course,  cannot  be  seen  in  Buch  a  section.     The 


Fig.  i. 


posterior   band    is    made    up    of  the    tissue    which    ties    the 

cervix  to  the  anterior  wall  of  the  sacrum.      It  is  compos 

peritoneum  and  indud  -tailed  utero-sacral  ligaments. 

small  bundles  of  non-striated   muscular  and   fibrous 

are  insignificant  supports  compared  to  the  broad  bands 

of  peritoneum   reflected    from  the  uterus  to  the  sacrum  at  the 

-ides  of  these  ligaments.     Dr.  Peni  Philadelphia,  in  a 

-  - 


11- 


THE  NORMAL  POSITION  OF  THE  UTERUS. 


recent  text-book  on  gynecology,  says  that  the  atero-eacral 
ligaments  cannot  act  as  suspensory  Ligaments,  because  their 

insertion  is  higher  than  their  origin  in  the  uterus;  hut,  as 
may  be  >cvu  by  inspection,  the  plate  he  uses  to  represent  a 
median  sagittal  section  of  the  normal  pelvis  (see  Fig.  1)  con- 
tradicts this  assertion.  If  Dr.  Penrose  had  said  that  the 
suspending  power  of  the  ligaments  per  &  were  slight  I  could 
heartily  agree  with  him,  but  the  reflections  of  peritoneum  that 
cover  these  hands  are  very  strong. 


Fig.  2. 


That  part  of  the  pelvic  floor  immediately  under  the  cervix 
affords  no  support  to  the  uterus  unless  there  is  a  sudden 
increase  of  the  abdominal  pressure.  Indirectly  it  is  of  great 
importance  to  the  support  of  the  floor,  because  its  injury  puts 
an  undue  strain  on  the  other  supporting  bands  by  allowing  a 
congestion  of  nil  the  supporting  fascial  sheaths. 
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Saying  described  the  anterior  and  posterior  bands,  I  will 
try  to  explain  how  they  act.  As  the  influence  of  the  weighl 
of  the  uterus  and  atmospheric  pressure  differs  in  different 
positions  <>f  the  patient,  I   will  firsl  consider  the  actions  of 

the  hands  And  tin1  forces  that  oppose  them  with  the  patient 
on  her  back.      Fig.  2  shows  the  anterior  hand  alone  furnish- 


ing support  to  the  uterus.  Under  such  circumstances  the 
cervix  will  move  forward  and  the  fundus  rotate  backward. 
Test  the  strength  of  this  hand  in  a  nullipara,  and  it  will 
be  found  to  have  great  strength  and  hut  little  elasticity. 
Notice  that  in  this  position  of  the  patient  the  uterus  gets  it- 
main  support  from  this  hand.  In  Fig.  3  the  uterus  is  shown 
supported  only  by  the  posterior  band.  The  suspensory  action 
of  the  hand  is  very  slight  (with  the  patient  on  her  ba  B 
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•  rvix  will  drop  back  into  the  hollow  of  the  sacrum   and 

the  fundus  r«»tatr  forward.  The  hands  acting  together,  the 
position  of  the  uterus  is  about  that  shown  in  Fig.  1.  The 
anterior  hand  supports  the  cervix  directly,  the  posterior  hand, 
holding  back  the  cervix,  throws  the  fundus  forward. 

(2)  Abdominal  pressure  is  a  very  strong  force.  I  knew 
a  case  where  it  forced  a  nulliparous  uterus  through  the 
vagina.  The  patient  was  a  strong  German  woman,  used 
to  work  in  the  fields,  and  the  accident  occurred  while  she 

FIG.  4. 


was  trying  to  put  a  bag  of  potatoes  on  her  shoulder.  The 
abdominal  cavity,  filled  with  intestines  containing  a  large 
amount  of  fluid  material,  may  be  regarded,  for  practical  pur- 
poses, as  filial  with  fluid.  The  amount  of  pressure  will, 
therefore,  be  greater  with  the  depth  of  the  fluid.  The  amount 
of  pressure  also  depends  on  the  integrity  of  the  abdominal 
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walls  and  diaphragm.  The  way  this  abdominal  pressure  is 
applied  to  the  uterus  is  n  matter  of  extreme  importance.     In 

Fig.  1  it  will  be  noticed  that  there  is  a  space  between  the 
uterus  and  the  bladder.  This  is  incorrect,  for  the  aterus 
normally  lies  close  against  the  bladder.  When  the  bladder 
distends  the  uterus  is  not  carried  up,  as  represented  in  Figs. 

4,  5,  and   6,  but  the   condition    is   more  like   that  shown    in 


Fig.  ■">. 


Fig.  7.  The  faulty  representations  (Figs.  4,  5,  and"*))  are 
taken  from  a  well-known  book  on  gynecology,  and  represent 
a  conventional,  but  incorrect  idea.  The  bladder  wrap-  itself 
around  the  uterus,  as  one  finds  when  doing  a  complete  extirpa- 
tion.     After  the  sides  of   the   bladder  are  Idled  it  pushes  the 

fundus  backward  and  the  whole  organ  downward  and  back- 
ward, and  the  cervix  somewhat  forward.  In  order  that  the 
cervix  shall  pass  forward  the  posterior  band  must  stretch,  and 
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as  it  is  wry  clastic  it  does  bo  readily.  We  use  this  distensibility 
of  the  posterior  band  when  we  drag  down  the  cervix,  and  it 
will  be  noted  in  Buch  cases  that  there  is  very  little  yielding 
on  the  part  of  the  anterior  hand.  As  the  bladder  em] 
the  posterior  band  contracts  and  throws  the  fundus  forward. 
Xo  time  during  the  tilling  and  emptying  of  the  bladder  has 
the  abdominal  pressure  been  exerted  on  the  anterior  wall  of 


Fig.  6. 


the  uterus,  because  the  bladder  covers  it  like  a  water  cushion. 
If  through  any  mischance  the  abdominal  pressure  acts  upon 
the  anterior  wall,  except  in  the  condition  of  abdominal  inver- 
sion, it  is  doubtful  whether  the  uterus  can  come  back,  and 
therej  will  be  retroversion  ;  or,  if  the  pressure  continued  to 
push  the  fundus  back,  retroflexion.  The  distended  rectum 
pushes  the  whole  organ  slightly  forward  and  upward  if  the 
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lower  part  is  overfilled,  and  downward  if  the  distention 
affects  the  upper  part. 

With  the  patient  io  the  erect  posture  the  condition-  are  <piite 
different.    Turn  Fig.  2  bo  that  the  figure  is  erect.    The  uterus 

will,  under  the  conditions  shown  in  the  figure  (absence  of  the 
anterior  band)  turn  hack",  drop  down,  and  then  turn  backward, 
It  will  get  no  support  until  it  strikes  the  pelvic  floor,  and.  if 


Fig. 


this  does  not  stop  it,  prolapse  will  occur.      In  Fig.  3  (turned 

so  the  patient  seems  to  he  standing)  it  will    he  seen  that  the 

rior  hand  furnishes  direct   support  (when   the  patient 

is  "ii  the  hack  the  direct  support  is  afforded  by  the  ante- 
rior band).  In  Fig.  3  the  uterus  will  rotate  forward,  for 
there  is  nothing  to  keep  it  hack.  The  action  of  the  anterior 
hand  with   the  patient   in   this   position   is  to  hold  the  cervix 
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forward,  ami  thus  prevent  the  fundus  from  turning  forward. 
Abdominal  pressure  is  greatest  in  the  erect  posture,  because 
the  weight  of  all  the  abdominal  contents  presses  directly 
on  the  uterus.  A  three-months5  pregnant  uterus  is  a  good 
example  of  the  force  of  abdominal  pressure,  for  there  are 
often  symptoms  of  a  distressing  nature,  due  to  the  lack  of 
resistance  to  downward  pressure.  When  the  uterus  becomes 
large  enough  to  rise  above  the  brim  these  symptoms  cease. 
It  is  in  cases  where  the  anterior  band  is  relaxed  that  we 
have  the  uncommon  but  intractable  condition  of  anteversion 
— a  condition  which  causes  great  distress.  To  deny  that 
anteversion  is  a  pathological  condition  seems  to  the  writer  to 
argue  a  lack  of  knowledge  of  the  normal  supports  of  the 
uterus. 

In  the  position  of  abdominal  inversion  the  conditions  differ 
from  those  present  when  the  patient  is  on  her  back  or  when 
she  is  standing.  By  abdominal  inversion  I  mean  that  the 
patient  is  in  such  a  position  that  the  upper  part  of  the  abdom- 
inal cavity  becomes  the  most  dependent  portion.  It  is  in- 
verted. This  rarely  happens  under  ordinary  conditions.  It 
is  by  abdominal  inversion  that  we  are  enabled  to  examine  the 
vagina  by  Sims'  and  the  knee-chest  position.  And  we  also 
make  use  of  it  in  the  Trendelenburg  position,  and  the  pos- 
ture in  which  we  place  the  patient  to  examine  the  bladder 
after  Kelly's  method.  In  the  condition  of  abdominal  inver- 
sion abdominal  pressure  ceases  to  be  exerted  on  the  uterus — 
in  fact,  the  pelvic  floor  is  drawn  upward  by  what  is  sometimes 
termed  negative  pressure.  With  the  loss  of  abdominal  press- 
ure we  also  lose  the  influence  of  gravity  as  a  force  to  push 
the  uterus  downward.      To  sum  up  : 

1.  With  the  patient  on  her  back  the  uterus  is  supported 
mainly  by  the  anterior  band.  The  posterior  band  draws  the 
cervix  backward  and  thus  throws  the  fundus  forward.  Ab- 
dominal pressure  and  gravity  throw  the  uterus  forward. 

2.  With  the  patient  in  the  erect  posture  the  uterus  is  sup- 
ported by  the  posterior  band.  The  anterior  bands  holds  the 
cervix  forward,  and  tints  prevents  the  fundus  from  dropping 
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backward.    Abdominal  pressure  and  gravity  keep  the  fundus 

forward. 

3.  With  the  condition  of  abdominal  inversion  (Sim-, 
Trendelenburg,  knee-chest)  gravity  causes  the  uterus  t<>  fall 
toward  the  diaphragm,  and  abdominal  pressure  (negative 
pressure)  has  the  same  tendency,  and  the  uterus  i-  restrained 
by  apposition  of  the  vaginal  walls.  If  air  he  admitted  into 
the  vagina  then  the  uterus  is  supported  by  the  anterior  and 
posterior  hands. 

A  uterus  is  in  a  normal  position  if  it  responds  to  the 
forces  acting  in  the  pelvis;  hut  it  must  not  occupy  such  a 
position  that  its  circulation  is  interfered  with,  and  when  the 
patient  is  standing  or  in  any  other  position  (except  abdominal 
version)  the  abdominal  pressure  should  fall  on  the  posterior 
wall  of  the  uterus,  and  the  uterus  should  conform  with  the 
movements  of  the  bladder. 


EXTRA-UTERINE  (TUBAL)  PREGNANCY,  WITH 
RUPTURE    OF    sac:    REPEATED   HEMOR- 
RHAGE; LAPAROTOMY;  CONVALES- 
CENCE COMPLICATED  BY  SEC- 
ONDARY ABSCESS  OF  THE 
LIVER;  TRANSPLEURAL 
HEPATOTOMY  ; 
RECOVERY. 


By  Rudolph    Matas,   M.I). 
y,  v  Orleans. 


The  reports  of  cases  of  ectopic  pregnancy  that  have  been 
successfully  treated  by  direct  surgical  intervention  while  in 
the  grave  collapse  from  hemorrhage  that  accompanies  the 
rupture  of  the  sac  have  been  so  frequent  of  recent  years  that 
they  have  lost  even  the  merit  of  novelty.  In  fact,  the  litera- 
ture of  the  subject  is  so  saturated  with  clinical  and  patholog- 
ical reports  which  bring  into  relief  every  phase  of  this  condi- 
tion that  it  is  not  surprising  that  the  instruction  to  be  derived 
from  the  record  of  individual  cases  is  well-nigh  exhausted. 
Nevertheless,  it  is  not  improbable  that  the  mere  record  of 
results  in  operated  cases  has  some  value  from  a  statistical  and 
collective  point  of  view,  even  if  only  to  illumine  the  prognosis 
and  encourage  the  surgeon  in  interfering  and  hoping  for 
recovery  when  confronted  by  the  most  desperate  and  appar- 
ently hopeless  conditions.  The  present  instance,  however,  is 
contributed  more  especially  to  direct  attention  to  a  compli- 
cation of  very  exceptional  occurrence  (judging  at  least  by  the 
universal  silence  of  recent  authors  and  operators),  and  yet  of 
such  gravity  and   importance  as  to  justify  its  consideration  as 
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a  possible,  if  rare,  factor  in  the  clinical  history  of  the  Bub- 

j<   CI. 

The  complication  referred  to  is  an  acute,  circumscribed  sup- 
purative hepatitis,  the  result,  apparently,  of  portal  infection 
starting  in  the  intestinal  walls,  or  possibly,  though  not  prob- 
ably, in  the  peritoneum  itself.  It  is  evident  that  this  com- 
plication is  not  peculiar  to  the  convalescence  or  clinical  history 
of  ectopic  pregnancy,  but  may  occair  in  any  form  of  septic; 
peritoneal  traumatism  associated  with  intestinal  paresis,  and 
more  particularly,  as  in  this  case,  when  a  septic  enterocolitis 
with  putrid  stools  following  immediately  after  the  intestinal 
stasis  of  peritonitis. 

On  Sunday,  December  19,  1897,  I  was  called  by  Dr.  M. 
Herman  to  examine  Mrs.  P.,  an  employe  of  a  well-known 
tobacco  factory  in  this  city.  I  obtained  the  following  facts 
preliminary  to  my  examination  :  The  patient  is  a  white  mar- 
ried woman,  aged  about  thirty  years,  a  native  of  this  city,  and 
of  German  parentage.  She  has  always  enjoyed  good  health. 
Has  been  married  several  years.  Her  husband  is  a  healthy 
man  of  about  her  own  age.  She  has  been  pregnant  three 
times  before  present  conception.  The  first  child  is  living 
and  well;  the  second  died  two  months  after  birth  from  some 
obscure  nervous  trouble.  She  had  a  miscarriage  subsequently. 
Her  present  trouble  dates  with  the  suppression  of  menstrua- 
tion, which  took  place  about  twelve  weeks  before  this  visit. 
The  patient  believes  that  she  is  pregnant.  Apart  from  the 
suppression  of  the  menses  she  noticed  no  change  in  her  health, 
and  attended  to  her  usual  duties  at  the  factory  until  two  weeks 
ago,  when,  in  the  evening,  while  walking  in  the  street  from 
the  factory  to  her  home,  she  was  taken  suddenly  ill  with  an 
acute  abdominal  pain  in  the  hypogastrium.  This  pain  was 
accompanied  by  great  prostration,  dizziness,  a  Binking  feel- 
ing, faintness,  cold  sweat,  and  a  deathly  pallor,  which  was 
noticed  by  those  who  accompanied  her.  She  was  in  a  state 
of  collapse  when  picked  up  by  her  friends,  who  put  her  in 
a  cab  and  took  her  home.  At  home  she  was  attended  by  a 
neighboring  physician,  who  administered  morphine,  atropine, 
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and  restoratives.  She  finally  rallied,  bat  regained  strength 
vt  rv  bIowIv,  always  complaining  of  paio  and  tenderness  in 
the  lower  abdominal  region.  She  had  dismissed  her  medical 
attendant,  and  was  preparing  to  return  to  her  po8t  in  the  fac- 
tory, when  on  Saturday  (December  18th)  she  was  again  seized 
with  violent  abdominal  pains  and  great  prostration.  It  was 
then  that  Dr.  Herman,  the  physician  of  the  factory,  was 
called  to  attend  her.  He  found  her  in  a  collapsed  condi- 
tion, with  cold,  clammy  skin,  subnormal  temperature,  weak, 
thready  pulse,  widely  dilated  pupils,  and  a  colorless,  exsan- 
guinated appearance.  The  abdomen  was  considerably  dis- 
tended, especially  in  the  hypogastric  regions,  with  great 
tenderness  over  the  swollen  area.  Vaginal  examination 
unsatisfactory;  the  uterus  was  displaced  downward  and  to 
the  right,  fixed  and  immovable;  the  posterior  cul-de-sac  was 
distended  by  a  semi-fluctuating  mass  that  filled  the  pelvis. 
Dr.  Herman  was  convinced  that  he  was  dealing  with  a  rup- 
tured ectopic  pregnancy.  The  next  day,  Sunday,  December 
19th  (two  weeks  after  the  first  signs  of  rupture),  I  examined 
the  patient  and  found  her  condition  improved.  There  were 
signs  of  a  general  peritoneal  reaction.  Abdominal  tenderness 
and  distention  more  marked,  but  no  acute  pains,  no  vomit- 
ing. Temperature  99 i°  F.,  pulse  120,  very  compressible, 
but  evidently  responding  to  the  digitalin  and  strychnine  that 
had  been  given  since  the  previous  day.  A  vaginal  examina- 
tion confirmed  the  results  obtained  by  the  attending  physician. 
There  was  evidently  a  semi-solid  mass,  which  jammed  the 
uterus  downward  toward  the  pelvic  outlet  and  filled  the 
pelvic  cavity,  projecting  to  the  level  of  the  iliac  crest  on  the 
left  side.  The  general  appearance  of  the  patient  was  that 
of  profound  anaemia.  The  skin  was  colorless,  the  conjunc- 
tive were  exsanguinated,  the  lips  were  blanched,  and  the 
hands  waxy.  We  feared  that  she  could  scarcely  stand  trans- 
portation to  a  sanitarium,  but  finally  concluded  to  take  the 
lisle,  in  view  of  her  exceedingly  unfavorable  surroundings  for 
operative  treatment.  The  patient  was  admitted  to  the  New 
Orleans  Sanitarium,  Monday,  December  20th.     She  was  so 
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weak  and  exhausted  that  we  feared  that  she  would  never  be 
able  to  survive  an  operation.    She  was  at  once  warmed  ap  in 

bed,  after  which  an  ice-bag  was  applied  to  the  lower  abdo- 
men :  strychnine  was  given  hypodcnnatically,  and  the  bed 
was  tilted  high  up  at  the  feet  to  diminish  pelvic  engorgement 
as  well  as  favor  the  cerebral  circulation.  She  was  constantly 
watched  l>v  the  nurse  in  charge,  who  administered  frequent 
but  small  doses  of  peptonized  milk,  panopepton,  and  hot  tea 
at  frequent  intervals.  The  nurse  was  soon  able  to  report 
that  the  pulse  had  improved.  Nothing  was  done  that  day. 
The  next  day,  after  thorough  antiseptic  preparation,  an  ex- 
ploratory puncture  into  the  swelling  was  made  through  the 
posterior  vaginal  wall  and  a  syringeful  of  pure  blood  was 
quickly  aspirated.  This  examination  also  showed  that  the 
tumor  had  not  increased.  Diagnosis  of  pelvic  hematocele, 
caused  by  ruptured  tubal  pregnancy,  was  confirmed,  and  we 
decided  that  we  would  operate,  but  not  immediately,  prefer- 
ring to  wait  a  little  longer  for  further  improvement  in  the 
patient's  condition.  The  peril  of  delay  was  thoroughly  appre- 
ciated, but  the  risk  of  operating  in  so  deplorable  a  condition 
appeared  to  us  still  greater,  and  we  temporized.  We  were 
also  encouraged  in  this  course  by  the  evident  arrest  of  the 
bleeding. 

On  December  21st,  while  a  hot  douche  was  being  adminis- 
tered, the  patient  passed  a  complete  east  of  the  uterine  cavity 
— evidently  the  decidual  membrane.  The  expulsion  of  this 
membrane  was  attended  by  colicky  pain  and  some  bleeding. 

The  picture  of  abortion  was  complete,  except  that  no 
embryo  had  been  expelled.  The  patient  herself  believed  she 
had  aborted,  and  expressed  herself  as  being  much  relieved  by 

tin currence.      She  also  explained   that   her  first  attack  of 

abdominal  pain  and  prostration  coincided  with  the  usual  date 
of   her  menstruation. 

From  December  20th  to  the  24th  nothing  was  done  except 
to  observe  and  strengthen  the  patient.  The  urine,  which  was 
normal,  was  kept  diluted  by  drinking  large  quantities  of  pure 
water;  the  bowels  were   moved   regularly  by  enemata  and 
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Baline  aperient  draughts;  the  amount  of  putrid  material  in 
the  intestinal  canal  was  reduced  to  a  minimum  by  a  careful 
laparotomy  diet,  consisting  largely  of  milk,  cereals,  and  cooked 
fruit-.  Strychnine,  in  ,11I-Lrr.  doses,  was  kept  up  steadily 
every  six  hours.  Under  these  conditions  her  strength  and 
spirits  improved  decidedly.  The  temperature  remained  at 
100°  F.,  pulse  117,  and  pains  were  being  subdued,  when, 
on  December  24th,  the  whole  aspect  of  the  case  again  changed 
for  the  worse.  The  pulse  became  suddenly  more  rapid,  the 
pallor  more  marked,  and  the  tumor  above  the  pelvic  brim 
rose  higher.  The  tension  in  Douglas's  cul-de-sac  became 
greater  than  ever  before,  and  the  pains  in  the  hypogastrium 
grew  intolerably  acute.  It  wras  evident  that  the  time  to  act 
had  come,  and  we  decided  to  operate  that  evening.  After 
thorough  irrigation  the  uterus  was  curetted  and  packed  with 
iodoform  gauze.  The  right  arm  was  also  prepared  for  intra- 
venous saline  infusion,  the  median  basilic  vein  being  exposed 
so  that  no  time  would  be  lost  in  injecting  the  saline  solution, 
which  we  had  every  reason  to  believe  would  be  required 
iu  the  course  of  the  operation.  A  preliminary  hypodermic 
of  -fa  gr.  strychnine  and  y^-  gr.  digital  in  were  also  given 
before  beginning  with  the  anaesthetic.  A  few  drops  of  chlo- 
roform were  first  given  iu  an  Esmarch  inhaler,  after  which 
the  anaesthesia  was  continued  with  ether.1  The  patient  was 
placed  in  the  Trendelenburg  position.  A  median  incision 
four  inches  in  length  was  made,  and  subsequently  enlarged  to 
five  inches.  The  peritoneum,  which  was  very  tense,  bulged 
into  the  wound.  Upon  dividing  the  serosa  a  dark,  mem- 
branous mass  appeared,  which  resembled  a  cyst.  The  mass 
was  adherent  on  all  sides,  but  was  well  defined  above  where 
it  was  attached  to  the  omentum.  Not  knowing  exactly  what 
it  was,  1  decided,  before  attempting  further  manipulations,  to 
tap  it  with  a  trocar,  but  only  a  little  blood  came.      An  effort 


1  Drs.  Larue,  (iessner.  and  Delaup  rendered  most  valuable  assistance  in  the  opera- 
tion. The  Sanitarium  corps  of  nurses  also  gave  valuable  assistance;  and  it  is  due, 
in  a  great  measure,  to  their  constant  care  and  unfailing  vigilance  in  the  after-treat- 
ment that  the  patient  finally  recovered. 
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was  then  made  to  detach  it  by  inserting  the  hand  into  the 
wound,  hut  the  adhesions  were  so  intimate  with  the  abdom- 
inal wall  that  I  had  to  incise  it  by  cautiously  cutting  into  it 
in  the  median  line.  After  penetrating  through  a  thick  cortex  of 
exudates  and  fibrinous  layers  (for  this  they  turned  out  to  he) 
a  large  quantity  of  clot  and  liquid  blood  gushed  out.  The 
hand  was  now  introduced  into  the  cavity  of  the  pseudo-cyst, 
and  its  true  nature  was  at  once  clearly  recognized.  It  w;i< 
simply  a  vast  hematocele  which  filled  the  pelvis,  forming  an 
irregular  ovoid,  the  centre  of  which  was  occupied  by  the 
uterus  and  left  Fallopian  tube,  or,  at  least,  what  remained 
of  it.  Its  upper  boundaries  were  formed  by  the  intestinal 
mass,  which  had  been  displaced  upward  to  the  level  of  the 
umbilicus,  where  a  wall  of  soft  and  recent  adhesions,  with 
the  omentum  and  exudates,  excluded  the  general  peritoneal 
cavity.  After  scooping  out  over  three  pounds  of  fresh  clot 
and  blood  the  remnants  of  the  left  Fallopian  tube  were  clearly 
recognized.  A  large  mass  of  thick  membrane  was  now  felt 
and  peeled  off,  with  an  attached  layer  of  dense,  fibrinous  ex- 
udate, from  the  centre  of  the  left  broad  ligament,  in  which  it 
appeared  to  be  fixed  and  buried. 

The  Fallopian  tube,  as  stated,  existed  only  in  fragments, 
itfi  central  part  had  evidently  been  once  distended  and  was 
continuous  with  the  corresponding  broad  ligament,  with  which 
it  formed  the  irregular,  torn  wall  of  a  large  cavity  tilled  with 
blood  and  exudates.  The  appearance  of  the  parts  plainly  in- 
dicated that  a  primary  hematocele  had  existed  in  the  tube, 
and  that  this  had  ruptured  secondarily  into  the  broad  liga- 
ment, the  third  rupture  taking  place  in  the  posterior  surface 
of  the  broad  ligament  through  a  large,  ragged  aperture  from 
which  the  blood  and  ovum  had  ultimately  escaped  in  the 
era!  pelvic  cavity.  The  walls  of  the  cavity  thus  formed  by  the 
broad  ligament  and  adherent  tube  were  very  oedematous  and 
friable.  The  uterine  pedicle  of  the  tube  was  v<  ry  -oft  ami  so 
friable  that  it  was  cut  through  completely  whenever  a  ligature 
or  traction  was  applied  directly  to  the  uterine  cornu  itself.  An- 
other  ligature  was  applied   to   the  ovarian   end  of  the   tube. 
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The  left  ovary  was  recognized  with  some  difficulty,  and  was 
enucleated  out  of  a  bed  of  dense  adhesions  and  thick  exudates, 
which    formed    part  of   the   adventitious  sac  to  which  the 

ovum  and  its  membranes  had  been  attached.      There  was  no 
rnizable   embryo,  only  a  pseudo-placental  mass,  which 

was  peeled  off  from  the  interior  of  sac  formed  by  the  left 
broad  ligament  The  walls  of  the  large,  adventitious 
were  adherent  to  the  sacrum,  rectum,  and  small  intestine 
posteriorly,  and  pieces  of  membrane  had  to  he  left  attached 
to  these  parts  for  fear  of  perforating  the  bowel  while  attempt- 
ing to  remove  them. 

The  upper  limits  of  the  lnematoma,  or  rather  of  the  exu- 
date -  that  encapsulated  it,  were  attached  to  the  abdominal 
walls  and  bladder  anteriorly,  reaching  as  high  as  the  umbili- 
cus ;  posteriorly  the  promontory  of  the  sacrum  marked  the 
upper  boundary.  The  uterus,  which  was  enlarged  to  the  size 
of  a  three-months'  gestation,  projected  in  the  centre  of  the 
hematocele,  and  wras  covered  with  fibrinous  deposits  and 
pseudo-membranes.  The  right  broad  ligament  was  very 
much  distended,  and  its  corresponding  tube  was  displaced 
upward  by  an  intraligamentous  cyst  as  large  as  a  cocoanut. 
This  cyst  also  contributed  to  displacing  the  uterus  upward 
and  forward.  A  ligature  wTas  also  applied  to  the  right  cornu 
of  the  uterus  and  another  at  the  ovarian  pedicle,  after  which 
the  right  tube  was  excised..  The  cyst  in  the  broad  ligament, 
which  contained  a  clear,  straw-colored  fluid,  was  tapped,  then 
excised  freely,  and  packed  with  iodoform  gauze.  A  great 
deal  of  blood v  serum  and  blood  oozed  out  of  the  cavity  in 
the  left  broad  ligament,  compelling  a  very  thorough  packing 
with  iodoform  gauze  on  the  Miculicz  plan. 

In  the  meantime  the  patient  showed  signs  of  great  exhaus- 
tion ;  respiration  very  rapid,  the  pulse  rose  to  160,  and 
became  almost  imperceptible  at  the  wrist.  Ether  was 
stopped,  ammonia  was  applied  to  the  nose,  and  the  pelvis 
was  thoroughly  flushed  with  hot  saline  solution,  poured  in 
from  a  pitcher,  and  used  as  a  restorative  as  well  as  for  the 
purpose  of  washing  out  fragments  of  clot  and  tissues.    Simul- 
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taneously  fifty  ounces  of  decinormal  saline  solution  were 
injected  into  the  basilic  vein.  Immediate  improvement  fol- 
lowed the  intravenous  infusion,  and  the  pulse  fell  to  L12, 
when  it  was  discontinued.  All  provisional  gauze  packs  were 
now  removed  from  the  abdominal  cavity,  and  the  Miculicz 
tampon,  very  systematically  applied,  was  resorted  to  instead. 
The  peritoneum  was  closed  with  continuous  catgut  BUture, 
leaving  a  space  for  the  drain.  The  patient  was  put  hack  to 
bed  at  4  p.m. — one  and  one-half  hours  after  the  abdominal 
section  had  begun.  The  first  record  after  the  patient  reached 
her  room  shows  a  pulse  of  130  to  140,  hut  of  fair  quality. 
On  December  25th  the  temperature  was  101°,  pulse  144, 
fairly  good  quality.  Very  free  drainage  from  wound,  requir- 
ing complete  change  of  dressings.  Nausea  and  occasional 
vomiting.  The  following  rectal  enema  was  given  every  four 
hours:  Beef-juiee,  oj;  whiskey,  r>ss;  tr.  digitalis,  nrx;  deci- 
normal saline  solution,  ad.  Svj,  every  four  hours.  Hypoder- 
matically  :  strychnine  nitrate,  gr.  ,',,  :  digitalin,  T^  gr., 
every  four  hours.  Chopped  ice  occasionally,  alternating 
with  sips  of  hot  water  every  hour,  to  assuage  thirst. 

On  December  27th  the  temperature  was  102°,  pulse  128, 
considerable  tympanites  ;  no  bowel  movements,  but  some  gas 
passed  after  repeated  turpentine  enemata.  December  28th, 
calomel  and  soda  triturates,  aft  gr.  j.,  were  given  by  mouth 
every  hour,  with  small  drinks  of  dilute  champagne,  iced; 
after  ten  of  these  had  been  taken  a  small  movement  of  the 
bowels  was  obtained,  with  some  relief  of  tympanit 

December     29th    (fifth    day),    Miculicz     drain     removed  ; 
copious  enemas  of   turpentine  repeated  frequently  to  expel 
and  relieve  abdominal  tension.     Temperature  101    ,  puke 
1  1  1. 

From  December  29th  to  January  7th  diarrhoea,  with  some 
tenesmus,  took  the  place  of  the  constipation,  and  the  patient 
having  as  many  as  live  and  six  movements  daily.  The 
-tools  were  copious,  watery,  pale,  and  fetid.  The  tempera- 
tun'  oscillated  from  101°  to  102£°,  but  the  pulse  showed  a 
tendency  to  become  slower — L08-106.      Respiration 
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January  7th  (thirteenth  day  after  operation),  abdominal 
wound  doing  well  ;  all  sutures  had  been  removed  and  small 
gauze  drain  left  in  wound,  but  patient  complains  of  dull 
pain  in  the  right  hypochondrinm.  Temperature  L02£°,  pu 
10(3.  Bowel  movements  checked  by  bismuth  subnitrate. 
During  the  night  profuse  perspiration,  followed  by  fall  of 
temperature  to  100°.  The  patient  now  nourishes  fairly  well; 
liquid  and  semi-solid  food  retained. 

Prom  January  7th  to  12th  hectic  fever  was  marked,  the 
temperature  rising  to  102^°;  pulse  120,  and  respirations  48> 
followed  by  profuse  sweating  and  remissions  at  night.  Pain 
in  the  hypochondrium  continues,  area  of  hepatic  dulness  in- 
creases, and  it  is  decided  that  suppurative  hepatitis  from 
bowel  infection  exists.  Diarrhoea  is  now  cheeked,  but  stools 
continue  fetid.  In  the  meantime  the  right  side  of  the  chest 
and  hepatic  region  has  been  kept  covered  with  ice-bags,  which 
apparently  give  relief  to  the  pain,  but  do  not  perceptibly 
diminish  the  size  of  the  liver,  which  projects  about  three 
inches  below  the  costal  arch  in  the  right  hypochondrium. 

January  12th  (the  nineteenth  day  after  laparotomy),  aspi- 
rated (Potain's  aspirator)  over  two  pints  of  a  watery,  serous, 
pus,  herring-sauce  color ;  odorless.  The  needle  was  intro- 
duced in  the  eighth  interspace  and  penetrated  three  and  one- 
half  inches  before  reaching  pus.  A  specimen  was  preserved 
in  culture-tubes  and  submitted  to  Dr.  Pothier,  pathologist 
of  the  Charity  Hospital,  who  reported  in  a  few  days  that  he 
had  been  able  to  obtain  pure  cultures  of  a  long  chain  eoceii- 
In  this  way  the  streptococcal  nature  of  the  hepatic  infection 
was  established. 

Hectic  ceased  after  this  aspiration;  all  symptoms  were 
much  relieved.  Temperature  fell  to  99 |°,  pulse  100,  respi- 
rations 26.  Ice-bags  continued  to  chest  and  hypochon- 
drium. 

The  improvement  was  maintained  for  several  days.  Patient 
was  out  of  her  room,  in  a  rolling-chair,  and  in  good  spirits. 
Nourished  much  better,  but  by  January  25th  (or  the  thirteenth 
day  after  aspiration),  the    temperature  had  gradually   risen 
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again  to  101°,  pulse  100,  respiration  30,  and  the  liver  area 
again  increased  in  size. 

On  January  25th  the  needle  of  the  aspirator  was  introd 
in  the  ninth  interspace  in  the  anterior  axilla  line,  and  one 
pint  of  yellow,  creamy  pus  was  aspirated.  The  i< 
the  right  chest  and  bypochondrium  had  been  kept  up,  with 
no  other  effect  than  to  relieve  pain.  The  bowel  movements 
controlled;  abdominal  wound  nearly  healed  except  at 
small  drainage  point,  where  a  sinus  remained. 

February  1st  (nineteenth  day  after  first  aspiration  of  the 
liver).  Tn  view  of  persistent  temperature,  with  returning 
tendency  to  nocturnal  sweats,  decided  to  open  liver  freely. 
Under  Schleich  anaesthetic  mixture  (Formula  No.  2,  chloro- 
form, ether  and  petroleum  ether)  three  and  one-half  inches 
of  the  ninth  rib  were  excised  ;  the  right  pleural  enl-de-sac 
was  found  obliterated  and  the  abscess  in  the  liver  opened 
freely,  the  incision  through  the  cortex  of  the  liver  corre- 
sponding in  length  to  the  external  incision.  The  liver  was 
adherent  to  the  diaphragm.  The  cortex  of  the  liver  which 
held  the  abscess-cavity  was  nearly  two  inches  thick.  Over 
one  pint  of  thick  pus  and  slough-flakes  were  removed 
through  the  incision,  after  which  the  liver  was  firmly  anchored 
to  the  intercostal  spaces  and  the  skin  by  deep  sutures  pa 
into  the  cavity  of  the  abscess  with  the  Reverdin  needle.  The 
abscess-cavity  was  swabbed  with  large  gauze  packs  soaked  in 
hydrogen  peroxide,  to  remove  loose  sloughs.  The  cavity  was 
then  packed  sytematically  with  large  strips  of  iodoform  gauze, 
over  which  was  applied  an  abundant  iodoform  gauze  and 
plain  sterile  dressing. 

The  temperature  rose  to  102£°,  pulse  126,  respiration 
the  next  day,  but  after  this  steadily  declined  little  by  little 
until  January  13th,  when  it  became  normal,  with  puis 
and  respiration  20.     The  tampon  in  tin1  liver  was  not  removed 
until  the  thirteenth  day  after  the  evacuation  of  the  abso 
it  had  remained  (lean  and  odorless  up  to  this  time.     Only  the 
outside  dressings  were  changed.     When  the  tampon  wa 
moved    the  cavity  of   the  liver  was  found  clean,  presenting  a 
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healthy,  granular  appearance  and  necessitating  only  a  com- 
paratively small  drain.     The  patient  continued  to  improve, 

and  left  the  sanitarium  on  February  28,  1898,  or  sixty— i\ 
days  after  laparotomy  and  twenty-eight  days  after  hepatotomy. 

Synopsis.       Patient    had    missal    menstruation    six   v. 
before    first   intraperitoneal    hemorrhage,  which    took    place 
December  5,  1897,     Second  hemorrhage  December  19,  181*7. 

Laparotomy,  with  extirpation  of  ovum  and  tube,  December 
24th  (or  nineteen  days  after  first  rupture).  January  12, 1898, 
first  aspiration  of  pus  from  liver.  January  25th  (thirteen 
days  after),  second  aspiration  of  liver.  February  1st,  hepa- 
totomy. February  28th,  patient  left  sanitarium  convalescent 
— i.  c,  sixty-six  days  after  laparotomy  for  ectopic  pregnancy, 
twenty-eight  days  after  hepatotomy  for  abscess  of  the  liver, and 
eighty-five  days  after  first  signs  of  intraperitoneal  hemorrhage. 
Conclusions.  The  history  of  the  case  and  the  anatomical 
conditions  revealed  by  operation  lead  to  the  following  conclu- 
sions :  1.  That  ectopic  pregnancy  reaching  nearly  up  to  the 
third  month  of  gestation  existed  in  the  left  Fallopian  tube. 
2.  That  some  time  after  the  second  month  the  tube  ruptured 
into  the  corresponding  broad  ligament,  forming  an  intraliga- 
mentous hematocele.  3.  That  the  hematocele  continued  to 
increase  until  it  also  ruptured  into  the  general  peritoneal 
cavity,  where  the  hemorrhage  became  partially  encysted, 
forming  a  large,  intraperitoneal  nematode.  4.  Coincidently 
or  prior  to  the  ectopic  pregnancy,  an  intraligamentous 
cyst  formed  in  the  opposite  broad  ligament.  5.  The  value 
of  intravenous  saliue  infusion  was  demonstrated  in  tiding 
over  the  dangerous  crisis  caused  by  shock  and  hemorrhage 
during  the  laparotomy  required  to  extirpate  the  sac,  evacuate 
the  blood  collection,  and  secure  the  vessels.  6.  Septic  bowel 
infection  following  the  intestinal  paresis  of  a  moderate  (lim- 
ited) post-operative  peritonitis.  7.  Septic  infarct  of  the  liver 
through  the  portal  vein  as  a  consequence.  8.  Aspiration  of 
the  liver  and  removal  of  typical  streptococcal  pus.  !».  Free 
hepatotomy  after  resection  of  ribs,  followed  by  final  and  com- 
plete recovery. 


CELIOTOMY     IX    THE    TREATM  ENT    OF    THE 

[NCARCERATED    PREGNA1ST    UTERUS 

WI1KN   [RREDUCIBLE. 


to    IIimiv    I).  Fry,  M.I>. 
Washington,  D.C. 


Pregnancy  may  occur  in  a  retrodisplaced  uterus  or  the 
organ  may  become  displaced  in  the  early  months  of  preg- 
nancy.    The  physiological  softening   of  the  lower  segment 

leads,  in  such  cases,  to  early  and  exaggerated  retroflexion  of 
the  gravid  womb.  By  rapid  growth  the  uterus  fills  the  pos- 
terior half  of  the  pelvic  basin,  and  is  imprisoned  by  the  pro- 
jecting promontory  of  the  sacrum.  Continued  increaf 
si/e  is  limited  by  the  capacity  of  the  true  brim.  Either 
spontaneous  replacement  occurs,  or  abortion  follows,  or  severe 
and  dangerous  pressure-symptoms  develop. 

Properly  applied  treatment  under  anaesthesia  will,  as  a  rule, 
correct  the  displacement  even  when  firmly  incarcerated.  In 
the  small  number  of  cases  which  resist  these  efforts  at  restora- 
tion, the  production  of  abortion,  or,  more  recently,  vaginal 
hysterectomy,  are  the  only  methods  of  treatment  recommended. 
Owing  to  the  displacement  <>i"  the  cervix  forward,  and  the  acute 
angle  formed  at  the  internal  OS,  more  than  usual  difficulty  and 
•  atteu  1  the  artificial  emptying  of  the  uterus.  Deficient 
drainage  of  the  uterine  cavity  adds  to  the  risk  of  sepsis.  In 
the  hope  of  saving  the  pregnant  woman's  life,  vaginal  bys- 
itomy  has  been  i  mployed  a-  a  last  resort. 

Ajs  an  alternative  for  abortion  or  hysterectomy,  a  new 
method  is  here  advocated. 

The  gravid  uterus,  displaced  and  irreducible  by  the   means 
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that  have  been  at  our  command  when  manipulating  fro 
below,  ia  successfully  replaced  by  operating  from  above.  The 
abdomen  is  opened  in  the  usual  way,  the  fundus  and  the  body 
of  the  uterus  grasped  by  the  fingers,  and  by  manipulation 
directly  applied  io  this  way  the  displaced  organ  is  Lifted  from 
in  bed  and  brought  into  normal  position. 

This  method  was  successfully  carried  out  in  a  case  operated 
upon,  April  24,  1896.  The  patient  was  a  colored  woman 
I  twenty-three  years,  a  multipara,  who  entered  the  hos- 
pital complaining  of  severe  bearing-down  pains  and  bladder 
symptoms.  She  passed  her  urine  every  half  hour  with  much 
pain  and  tenesmus.  Gestation  was  advanced  between  three 
and  four  months,  and  examination  revealed  a  retrodisplaced 
uterus.  All  efforts  to  correct  the  position  having  failed,  the 
abdomeu  was  opened,  the  fundus  released  and  brought  for- 
ward and  fastened  by  two  buried  silk  sutures  to  the  abdom- 
inal wall.  The  patient  made  an  uneventful  recovery,  and 
left  the  hospital  on  June  10th.  She  passed  through  a  nor- 
mal pregnancy,  and  returned  at  its  termination  to  be  delivered 
after  a  natural  labor.  The  puerperium  was  free  from  compli- 
cations, and  when  finally  dismissed  from  the  institution  her 
uterus  was  in  normal  position. 

The  application  of  cceliotomy  to  the  treatment  of  this  com- 
plication was  original  so  far  as  the  writer  is  concerned,  and 
he  was  not  aware  at  the  time  of  its  having  been  performed 
before. 

Dr.  Matthew  D.  Mann,  of  Buffalo,  reported  two  cases  to 
the  American  Gynecological  Society  at  its  meeting  in  Boston, 
May,  1898.  '  In  his  first  case  he  was  uncertain  of  the  diag- 
nosis until  after  the  abdomen  was  opened.  This  was  in 
November,  1895.  His  second  operation  was  at  the  Buffalo 
General  Hospital  on  July  22,  1897.  The  diagnosis  in  that 
case  was  retroflexion  of  the  pregnant  uterus,  with  incarcera- 
tion. After  cutting  through  the  abdominal  wall  the  perito- 
neum was  found  drawn  up  by  the  distended  bladder.  This 
was  tapped,  and  a  large  quantity  of  urine  drawn  off  before 
the  peritoneum   was  opened  and   the  uterus  replaced.     Both 
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oases  terminated  successfully.  Dr.  Mann  Bays  a  careful 
.scan-li  through  the  literature  of  the  past  five  years  failed  to 
reveal  but  one  similar  case,  which  was  reported  by  Dr.  Mur- 
doch Cameron,  of  Glasgow,  in  the  British  Medical  Journal) 
1896,  vol.  xi.  p.  1277. 

The  case  was  exactly  similar  to  Dr.  Mann's  second 
and  was  operated  upon  in  the  same  manner.  Doubtless  many 
times  the  abdomen  has  been  opened  in  unsuspected  cae 
pregnancy  to  relieve  retrodisplacemente  with  or  without  other 
pathological  conditions.  In  Dr.  Mann's  first  case  the  diag- 
nosis was  in  doubt  between  a  retroflexion  of  the  gravid  uterus 
or  a  cyst  behind  the  uterus.  Dr.  If.  Lapthorn  Smith,  of 
Montreal, says1  he  operated  upon  a  woman  who  was  sup 
to  have  an  ovarian  cyst,  but  found  a  retrodisplaced  pregnant 
uterus.  He  brought  it  forward  and  stitched  it  to  the  abdom- 
inal wall.  The  woman  passed  through  her  pregnancy,  and 
was  confined  at  term.  Dr.  Malcolm  McLean  reported  in  the 
same  discussion  a  case  he  had  met  with  some  three  years  be- 
fore. The  uterus  was  incarcerated  in  the  true  pelvis,  and 
there  was  a  tumor  extending  into  the1  abdomen,  which  proved 
to  be  a  hernia  of  one  portion  of  the  uterus.  As  soon  as  the 
organ  was  released  it  assumed  its  usual  shape,  the  woman 
went  to  full  term,  and  was  delivered  normally. 

Dr.  J.  C.  Da  Costa  reported  to  the  section  on  gynecology, 
College  of  Physicians  of  Philadelphia,  May  20,  1897,  a  case 
of  retroHexed  and  adherent  pregnant  uterus  with  a  cyst  of  the 
right  ovary.  After  removing  the  cyst  the  adhesions  were 
broken  up,  and  the  uterus  resumed  its  proper  position.  Re- 
covery followed,  and  Dr.  Da  Costa  wrote  me  that  she  was 
delivered  at  full  term  of  a  healthy  girl  weighing  nine  and  a 
half  pounds. 

Commenting  on  this  case  Dr.  Da  ( losta  say-  :  u  This  opera- 
tion seems  to  justify  the  ground  that  I  have  taken  for  some 
years  past,  that  the  proper  way  to  treat  a  retroth-xed  pregnant 
Uterus  which  is  bound  down  by  adhesion-  is  to  do  a  CCeliotomy 
to  free  i: 

1  American  Journal  of  Obstetrics,  L896,  | 
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The  objeol  of  this  paper  is  to  recommend  celiotomy  and 
reposition  of  the  displaced  gravid  womb,  not  only  when  ad- 
herent, but  when  incarcerated  and  non-adherent. 

A  question  open  lor  discussion  is  whether  or  not,  after 
replacing  the  uterus,  ventral  suspension  should  be  performed. 
Dr.  Mann,  in  closing  the  debate  excited  by  his  paper,  said  : 
-It  seemed  to  him  that  any  one  who  had  once  pulled  out  one 
of  those  uteri  from  beneath  the  sacral  promontory,  and  had 
experienced  the  difficulty  in  doing  this,  would  hardly  think 
it  necessary  to  perform  ventral  fixation."  This  is  true  so  far 
as  any  danger  of  immediate  recurrence  is  concerned,  hut  we 
know  that  these  displacements  invariably  recur  after  child- 
birth. The  woman  recovers  with  a  retrodisplaced  uterus, 
and  if  conception  should  again  take  place  she  is  liable  to  a 
recurrence  of  the  complication.  When  a  woman  under  these 
conditions  submits  to  coeliotomy  she  is  entitled  to  more  per- 
manent benefit  than  merely  replacing  the  gravid  uterus.  If 
ventral  suspension  can  be  performed  at  the  same  time  without 
increased  risks,  permanent  and  not  temporary  results  are 
attainable. 

The  increased  risks  are  the  dangers  of  interrupting  the 
pregnancv  and  producing  an  unfavorable  influence  over  the 
confinement.  Neither  of  these  results  followed  the  two  cases 
reported — that  of  Dr.  Lapthorn  Smith  and  of  the  writer. 
Unless  future  work  shall  prove  that  these  dangers  outweigh 
the  advantages,  ventral  suspension  properly  performed  should 
be  added  to  the  coeliotomy  and  replacement  of  the  gravid 
uterus. 


REPORT   OF   A    CASE   OF   SPLENECTOMY    FOB 
WANDERING  BYPERTROPHIED  SPLEEN. 


P>v    Wvmi     III  II. IN,    M.D., 
Birmingham t  Ala. 


Mus.  ]>.,  blonde,  aged  thirty-three  years,  menstruated  at 

fifteen  years  of  age.  Married  at  eighteen,  and  has  had  two 
children.  Had  chills  and  fever  when  thirteen  years  old, 
which  lasted  continuously  for  three  years.  When  between 
fifteen  and  sixteen  years  of  age  the  patient  discovered  an 
enlargement  in  the  left  side  just  below  the  ribs.  This  tumor 
never  decreased  in  size. 

When  between  eighteen  and  nineteen  years  old,  the  patient 
being  then  in  the  seventh  month  of  gestation,  upon  lifting  a 
churn  tilled  with  milk  the  tumor  dropped  as  low  down  into 
the  abdomen  as  possible.  After  parturition  the  tumor  de- 
scended still  lower,  and  remained  in  this  part  of  the  abdomen 
for  four  years.  The  patient  did  not  suffer  much  pain  or 
experience  real  inconvenience4  until  two  years  had  elapsed. 
Then  there  was  considerable4  pain,  which  was  always  refer- 
able to  the  original  site  of  the  tumor,  just  beneath  the  ribs, 
but  none  in  the  tumor  itself. 

At  the  end  of  the  fourth  year  the  tumor  returned  to  its 
original  position,  just  below  the  ribs,  and  remained  there  for 
six  months.  The  patient  became  pregnant  again,  had  a  chill, 
the  tumor  became  dislodged,  and  descended  as  low  ;is  possible. 
This  last  descent  of  tin1  tumor  was  accompanied  by  severe 
pain,  and  the  patient  was  confined  to  her  bed  for  two  months. 

during  which  time  she  aborted. 

This  patient  was   sent   to   me  by  her  family  physician,  Dr. 
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J.  W.  Carter,  of  Bessemer,  Ala.  On  May  31,189-1,  assisted 
by  Drs.  B.  L.  Wyman,  T.  L.  Robertson,  and  J.  \V.  Carter, 
I  did  a  median  Line  oceliotomy  and  extirpated  the  spleen. 

The  patient  had  a  stormy  recovery,  but  to-day  she  is  well. 
She  had  developed  th  !  morphine  habit  When  the  operation 
was  done  8 he  weighe  I  one  hundred  and  seven  pounds.  She 
now  weighs  one  hundred  and  fifty-four  pounds,  gaining  forty- 
Beven  pounds.  I  saw  Mrs.  B.  on  April  11,  1896,  nearly  two 
years  after  she  was  operated  upon,  and  she  said  :  "  I  am  now 
perfectly  free  from  pain,  and  feel  better  than  I  have  felt  in 
fifteen  years/'  I  have  not  seen  the  patient  since  1896,  but 
I  hear  that  she  continues  doing  well. 


A    REPORT   OF  THIRTY-FIVE  CASES  OF  HIP- 
JOINT    DISK  ASK 

Treated  at  the  Robert  Garrett  Hospital  for 
(  Children   ctp  to  April  15,  1898. 


By   Waltkk   B.    Pi. ait.  M.D., 
Baltimore,  Md. 


Ix  making  a  resume  of  these  thirty-five  cases  of  hip-joint 
disease  I  have  grouped  my  inquiries  under  thirty-four  heads 
and  endeavored  to  epitomize  the  course  and  progress  of  the 
disease,  whether  toward  a  cure  or  unfavorably,  under  these 
heads.      Some  statistics  and  results  may  be  of  interest. 

Regarding  the  sex  of  these  patients,  it  so  happens  that  there 
are  eighteen  males  and  seventeen  females,  Bhowing  that  this 
disease  is  no  respecter  of  sex. 

The  youngest  of  our  patients  was  two  and  one-half  yeai 
age;  there  were  two  of  three  years,  and  four  of  four  years  of 
age.     There  were  nine  who  were  eight  years  of  age. 

The  duration   of    the  disease  previous  to   entrance   varied 
greatly,  the  shortest  time  being  one  month,  and  the  li 
six  years. 

Six  to  eight  months  is  the  usual  time  parent-  allow  after  a 
child  has  night  pains  and  lameness  in  the  hip  before  bringing 
it  to  the  hospital.  This  is  to  be  deplored,  since  experience 
shows  that  hip-joint  disease,  treated  early,  is  one  of  the  most 
tractable  diseases  in  the  great  majority  of  a 

Anyone  who  has  had  experience  with  hospital  patients 
knows  how  difficult  it  is  to  control  their  treatment  after  hav- 
ing the  institution.     It  is  equally  hard  to  keep  their  addi 
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and,  once  away,  many  disappear  from  observation,  having 

!  to  Borne  other  portion  of  the  city  or  left  the  State, 

For  that  reason  it  has  been  impossible  to  give  final  results  In 

more  than  a  few  cases.     Pinal  results  are  not  valuable  unless 

taken  two  or  three  years  after  the  beginning  of  the  disease, 
and  a  cure  cannot  he  safely  predicted  until  six  months  to  a 
year  after  the  subsidence  of  all  symptoms,  such  as  pain,  fever, 
lameness,  and  sinuses. 

Of  these  thirty-live  eases  there  were  but  three  resections, 
tw  .  <»f  these  done  by  myself.  These  two  are  still  living,  the 
first  one  able  to  act  as  a  clerk,  uses  uo  support,  not  even  a 
cane,  while  in  the  store.  In  the  street  he  uses  a  cane.  The 
other  one  walks  about  with  a  brace  and  a  high  shoe.  The 
third  patient  died  of  shock  a  few  hours  after  the  operation. 
All  of  these  three  were  desperate  cases,  with  extensive  disease 
of  the  femur  and  pelvis  as  well. 

Just  what  cases  should  undergo  resection  and  what  should 
be  left  alone  is  a  matter  of  judgment  in  every  case.  My 
opinion  is  that  if  more  of  the  obstinate  cases  were  resected 
earlier,  months  of  suffering,  suppuration  and  fever  would  be 
saved  the  patient.  At  the  same  time  the  most  serious  cases 
often  do  well  with  careful  curetting  of  sinuses  and  early  open- 
ing of  abscesses. 

I  have  never  had  to  regret  opening  an  abscess  about  the 
hip-joint  where  I  could  control  the  after-treatment,  and  I 
have  repeatedly  been  sorry  I  had  waited  in  the  hope  of 
absorption  and  disappearance. 

In  this  disease  the  opinion  of  the  best  surgeons  is  different 
from  that  in  cases  of  psoas  ab-cess,  where  opening  is  to  be 
deferred  as  long  as  possible.  One  thing  of  especial  interest  is 
the  extreme  susceptibility  of  hip-joint  cases  to  contagious  dis- 
ease. I  refer  to  the  exanthemata.  It  was  curious  to  see  the 
hip-joint  cases  picked  out  by  these  diseases,  and  the  conta- 
gious cases  in  the  isolation  ward  were  at  one  time  more  than 
one-half  hip-joint  cases.  I  refer  to  such  as  contracted  disease 
when  in  the  hospital,  the  disease  being  brought  in  by  chil- 
dren's parents. 
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Of  the  9,  8  of  these  ontracted  contagious 

viz.,  2  oases  had  diphtheria,  3  bad  Bcarlel  ^'vow  2  had  m< 
and  1  contracted  epidemic  eerebro-spinal  meningitis  during 

the  eruption  of  that  disease  in  Baltimore  a  few  years  since. 

Of  the  35  patients,  1  are  known  to  have  died;  1  from 
shock  soon  after  operation,  1  from  asthenia  out  of  the  hos- 
pital, 1  from  diphtheria,  and  1  of  eerebro-spinal  meningitis 
out  of  the  hospital.  Only  i)  had  a  history  of  trauma.  In 
11  the  right  extremity  was  affected  ;  in  21  the  left  extremity 
affected  ;  in  23  cases  out  of  35  (about  two-thirds  of  the 
whole  number)  there  were  no  sinuses. 


No. 

Name. 

Age. 

Date  of 
admJU 

Vol.  and  page. 

1     . 

J.  G. 

8 

July   2.3,  1888 

Vol.     i. 

p.    14 

•J     . 

F.  W. 

7 

Jan.    21,  1889 

3    . 

\\     - 

10 

June  27, 

R. 

4     . 

M.  L.  P. 

11 

Female 

Julv    30,  L889 

5     . 

i:.  i.. 

8 

Female 

April  24,  1*'.0 

6    . 

II.  C.  B. 

1- 

Male 

Jan.      8,  1891 

7 

■"> 

male 

April  16,  1891 

8    . 

" 

April  J."..   1891 

K. 

9     . 

A.  A. 

<; 

aale 

Julv     7.  1891 

p.  1-1 

10    . 

L.  B. 

12 

Male 

June  19,  1891 

11     . 

v. 

11 

.Male 

June  20,  1891 

PP- 

12    . 

M.  L.  B. 

B 

tale 

L891 

13    . 

I.  F. 

7 

Male 

Oct.    31,  1892 

p.  177 

14     . 

CI'. 

8 

Male 

Au_' 

p.  272 

15    . 

11.  A. 

- 

M  alt- 

July    18,  1-'.':; 

Vol.  iii. 

p.  17.i 

16    . 

1>.  R. 

5 

Ma  le 

Oct.      5, 

Vol.     li. 

17     . 

II.  S. 

6 

Male 

April  20,  1894 

Vol.  iv. 

1^     . 

C.  G. 

9 

Female 

Julv    27,  1894 

19     . 

C.  C. 

4 

Female 

Aug.     7. 

20     . 

'..  M. 

-I 

Male 

Oct.       1.  1894 

Vol.  iv. 

p.  142 

21     . 

B.  W. 

Female 

1 B94 

p.  151 

22 

< ».  T. 

Female 

Nov.   P.-. 

23    '. 

us. 

4 

Juni 

Vol.  iii. 

•J»     . 

.1.  G. 

9 

Jun 

J.".     . 

In 

male 

Julv    in.  1895 

Vol.  iii. 

26    . 

12 

Fen 

Vol    iv. 

27     . 

L.  L. 

- 

iale 

28    . 

i:.  C. 

Male 

1 895 

Vol.  iv. 

M.  H. 

tale 

Julv    15,  1897 

Vol.  vi. 

A.  O.  M. 

8 

M, 

Vol.      V. 

31    . 

V.  R. 

5 

tale 

June 

82    . 

July 

33    . 

c.  II. 

- 

Vol.    \i. 

M    . 

M.  i:. 

8 

iale 

Vol.   vi. 

1 

446 


HIP-JOINT  DLS1 


Duration        Operetta 

Night 

previous  to 

entr.i 

j  to  entrance 

or  other 
treatment. 

Sinusi 

entrance. 

Family  History. 

l 

stated. 

vd,  probably 
none. 

"  Numer- 

Not  stated. 

8  months. 

None.                              None  not'd. 

" 

3 

.«n 

i 

Qed  near    1  sinus. 

Mater,  gd.pan 

entra 

months. 

troclianter.no  exten- 
sion had  been  appl'd 

puim.  inhere;  has  brother 
(younger)  who  shows  signs 
of  "  Bcrofula." 

■I 

stated. 

Not  - 

bated. 

ited. 

Not  stated. 

ated. 

-  me. 

1  year. 

None. 

■■ 

P.M.  100° 

8  months 

•• 

" 

w       it 

: 

P.M.  100° 

stated. 

2-8  l 

lame. 

Injected  (with  iodo- 
fonn-glycerii 
Johns  Hopkins  Hos- 
pital. 

Father  d.  of  heart  dis.  and 
paralys                 ter  d.  of 
marasmus  (infant!  ;  no 
tubercular  family  history. 

8 

P.M.  100.4° 

stated. 

4  months. 

None  on  hij>.    1st  me- 
tatarsal bone  remov- 
ed, others  scraped 
tor  nec 

Not  stated. 

9 

Present 

Yes. 

7  mouths. 

None. 

" 

Mother  has  a  cough  :  two 

sisters  died  of  pulmonary 

tuberculosis. 

10    Little  or 

No. 

8  years. 

"Or>er.  6  mos.  ago;    12  sinuses 

One    brother   has   spinal 

none. 

proVlyabsc  opened;    <"1  en- 
9  mos  in  bed,  with      trance, 
extension  weight. 

caries. 

11    Slight. 9'.».> 

No.                No  definite  None  lor  hip:  plaster  Nosinuses. 

Father  died  of  spinal  dis.; 

history  as     jacket  for  sp.  caries. 

mother's  father  and  broth. 

to  hip!                                                     . 

had  pulm  tuberculosis. 

12     Not  stated. 

Not  stated.  1  year.          Abscess  opened.          1  sinus. 

Parents  living,  35  and  37 

t  age. 

History  of   2  years. 

oper.  at  Hop-         " 

Not  slated. 

pain. 

kins  Hosp.  1  vr.  ago. 

14    Nol 

None.            3      " 

No  hist,  of  operat'n    ••sinuses. 

Mot  her  at  least  living  and 

or  local  treatment. 

well. 

15    No:  stated. 

Not  stated.  4      "           In hosp. in Philadel-    Numerous 
phia  4  months.             sin.. 

Negative 

16    10U° 

Not  stated. 

Unknown.    Unknown.                     2  sinuses. 

Unknown. 

17     100.8° 

Yes. 

6  months.     None.                              None. 

" 

IS     yy° 

Yes. 

1  year.           No  operation  ;  no 
local  treatment. 

Father  has  pulmonary 

tuberculosis. 

19    100° 

Yes. 

5  months.  |  None. 

Pater,  gd. mother  and  pt's 
sister  died  of  pulrn. tuberc. 

Not  stated. 

6      "            None  noted. 

One. 

Mother  healthy. 

21       09.8° 

Not  stated.  1  month.         "         " 

None. 

Unknown  ;   patient   had 
diphtheria  and  scarlatina, 
February,  1 

22     Normal. 

None.                  ? 

" 

Unknown. 

28     Not  stated. 

Yes. 

6  months.         "         " 

" 

" 

24    None. 

No. 

7      " 

•< 

Parents  living  and  in  ex- 
cellenl  health. 

25    None. 

None  not'd 

f>  years.         "  Four  previous 

operations  on  hip.*' 

One. 

Parents  living  and  in  good 
health  ;  no  brothers  or  sis- 

.  ,ih  tuberculosis. 

26 

Yes. 

Not  noted.    None. 

None. 

••  Tuberculosis  in  mother's 

family." 

27 

yes. 

Yes. 

3  months.        " 

" 

No  history  of  tuberc.  in 

parents  or  grandparents. 
No  hist  obtained. 

No. 

No  history.  None  known. 

" 

swelling  reg.  hip-joint  over 

trochanter  and  behind  it. 

ted.  None  not' d  2  years.        None. 

<< 

Parents  healthy, 

yes. 

-  mos. 

it 

No  tuberc. in  either  parent. 

:;i     Not  noted. 

None. 

8  months.     Rest  In  bed  and  ex- 
tension ;it  Md.  Gen. 
Hospital. 

Tuberc.  on  mother's  aide. 

'9.6° 

No. 

Abt.  6  mos.  None. 

No  hist,  of  tubercu 
either  parent 

99.6° 

History  of 
night  cries 
impossible 

10  months.      " 

" 

Not  staled. 

31     100.8° 

d'ble  Unknown. 

2  right  side 

Unknown. 

• 

•  hist. 

hip  dis. 

1  left  side. 

'.'9.4° 

6  month-.     None. 

1  sinus. 

Muter,    grandfather    has 
pulmonary  tuberculosis. 
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Carious 
bone  fell 

oil 

entrance. 


ii  complica- 
tions on  entrance. 


Yes. 

No  sinuses. 

» >ne  sinus 
soon  after 
entrance, 
pes. 

Not  stated. 
None. 


• 


Lungs  not  tubercu- 


Not  stated. 
None  noted. 


None,  no       SI.  cough:  urini'  noi- 
sinuses.        niul.  :    hyp.  glands  in 
neck  ;  Lungs  &  viscera 
norm.  June  '.»,  L891. 

No  sinuses.    Not  noted. 


History  of  trauma. 


a  full  a-  a  beginning. 

hate-  Prom  a  tall. 
a  fall  upon  right  hip 

<  let.  1,  1888. 


Not  Btal 

Not  noted. 
None. 

A  Tail  2  years  ago. 


None. 


Not  noted  as  to  Lungs  : 
heart  and  kidneys  are 
normal. 

Heart,  lungs,  and  kid- 
ire  normal. 


Viscera    normal,   but 
displaced  by  deformed 
thorax. 
Not  noted. 


Yes. 


Not  noted. 
No  sinuses. 


None. 

FeltSidys. 
aft.entr'ee. 
None. 


No  sinuses. 


Not  stated. 


No  sinuses. 


One  sinus. 


No  history. 


No  history  of  injury. 


None. 


Not  noted. 
None. 

Beginning  pulmonary 
tuberculosis  at  apex. 

None  evident  except 
urine  ineont.  nocturn. 
N'.>t  noted. 

None,  ottorrh.ea  both 
sides. 

Not  stated. 
None. 


Loud   mitral    \ 
murmur. 

None. 

None  noted. 


A  few  r  des  inrt.  back, 
i  healthy. 


Heart    and    LuDgfl 

normal. 

Heart   norma' 

branch,  riles  Inchest. 


Hist,  of  trauma  when 
I  yrs.  old  (S  yrs.  ago). 
"'.  mos.  later  hip-joint 
disease  devel 

None  as  to  hip:  trauma    1'nable. 
as  to  tub.  knee-joint. 


Fall   as   beginning  of 
disease. 

Fall  2  years  ago  ;  pain 
It.  hip  afterward. 
Bymp.  date  from  injury 
to  1. hip-joint  ;*  yrs. ago. 
Fell  :>  yrs.  ago  ;  iibMr^ 
8  months  afterward. 
Not  stated. 
None  noted. 
None  stated. 


None. 

None  noted. 
None  stated. 


No  hist,  of  trauma. 
Not  stated. 

Probable  trauma. 
No  hist,  of  trauma. 


Able  to 
walk  on 

entra 

Pain  or  tenderness  of 
joint  on  entram 

Not  Bl 
prob.  not. 
Not  al 
Prob 

Not  Btl 
Not  stated. 

Not  stun  d. 
Limps. 

Not  stated. 

stated. 

No. 

'■ 

Neither  pain  nor  teiider- 
i    motion   or  light 
salon. 

Unable. 

None. 

Pain  on  motion. 

! 

Loth  pain  and  tenderness. 

None. 

Not  noted. 
Limps. 

Not  noted. 

Tender                     SBUre;  no 

pain  except  night  pains. 

and  tender:. 

■; 

Not  noted. 

Not  stated. 
Limps. 


Great  tenderneeson  motion 

or  ha: 

None. 

Tenderness  on  motion. 


Not  stated.    Not  stated. 


Limps.  Pain. 

Ln,  tendernt 

•int. 


per  tint. 

Limps.  Ion. 

Pain,  and  pain  on  motion. 
walk. 


Fall. 

Not  much  pain. 

No  hist,  of  trauma. 

Slightest    motion  of  joint 

pain. 
Very  little. 

ition   of 
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ening  of  limb  on 
entrance. 

or  left, 
or  both. 

1 

Not  Btl 

Right. 

3 

Bight  hip. 

•1 

H  inch. 

1 .  inch  lengthening. 

February  8,  1892,     .  inch 

shortening. 

Not  stated. 
Left. 

Right. 

7 
8 

No  shortening. 
Not  stated. 

Left. 

9 

No  real  shortening. 

•' 

10 

1 J .J  inches. 

Right. 

11 

I1.,  inches. 

Left. 

12 

13 

No  real  shortening. 
yA  inch. 

Right. 

14 

Apparent  lengthening  of 
ailected  side. 

Left. 

15 

\%  inches  shortening. 

Right. 

16 

I1 .,  inch  shortening  appar- 
ently. 

Left. 

17 

None. 

Right. 

18 

19 

20 

-;inch. 
%  inch. 

1.4  cm. 

Left. 

First  rt.  later 
It.  hip  also. 
Right. 

21 

Not  stated. 

Left. 

"        " 

Right. 

23 
24 

No  shortening. 

Left. 

25 
26 

1  inch  shortening. 
8  cm. ; 

\\ 

•-'7 

1  cm. 

" 

28 

1 

Right. 

2.5  cm. 

Left. 

30 
31 
32 

ortening. 
1  cm. 

<< 
Right. 
Left. 

33 

■  ortening. 

" 

85 

Right  thigh  1  cm.  Bhortex 

than  left. 

lortening. 

Both. 
Left. 

Thigh  Hexed  on  pelvis  more  or 
:i  entrance. 


marked  eversion 


Not  stated. 


Not  stated. 

-tated 
sent 


Not  stated. 


Flexed  at  about  125° ;  limb  evert- 
ed, adducted. 

Yes,  about  125° ;  apparent  anchy- 
losis of  right  hip-joint ;  eversion. 

Yes. 

Some  flexion. 

Yes.  pop.  space  6  inches  from  bed 

with  patient  on  back. 
Flexion,  adduction,  eversion. 


Flexion,  adduction,  inversion. 
Flexion,  abducted. 


Slightly. 

Flexion,  adduction,  eversion. 

Yes. 

Not  noted. 

Not  stated. 


No  flexion,  but  eversion. 
Abduction  and  eversion. 


Atrophy  of 

muscle*  ot  thigh 
of  aliened  limb. 


Yes. 


Not  stated. 


Not  stated. 
Yes. 


Slight  atrophy. 
Not  noted. 


Yes. 

Not  noted. 


None. 


Yes. 
No. 


Y'es. 

Affected  thigh 
much  swollen. 

Ailected  thigh 
swollen. 


None. 

Little  or  none. 


Flexion,  abduction,  and  inversion. 

Not  noted.  1%  cm. 


Little  or  none. 

cm. 

No. 

Flexion,  abduction,  eversion. 

Some  atrophy. 

Not  noted. 
Adduction,  eversion. 
Flexion,  adduction,  inversion. 

No. 

Eversion. 

Yes. 

Some  flexion  of  both. 

Yes,  both  thighs. 

Flexion. 

Little  or  none. 
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Treatment  In  Gai 


i 

hikI  cm 

ind  pulley,  i  lbs.  and  i 

itutional  ti »Tii«*  treatment ;  wi 
Wt.  extension,  hip-joint  brace,  cratches,  b 
Wt.  extension  hip-ioint  brace,  cmtch< 
ration-  of  cold  abscess  of  thigh,  and  subsequent  lnj< 
with  iodoform  in  oiJ  «>r  glymo] :  greatly  Improved  Locally  and 
in  general  condition  after  Incision,  curetting,  p 
Nov  14,  1891,  "general  health  perfect;   □  ••  trom 

sinus  entirely  healed. 

Weight  and  extension  4-5  lbs.;  reel  in  bed  ;  inter  cratches. 
Extension,  weight,  cratches,  and  stiff  bandages  at  fir* 
pened  and  drained  ;  syringed  out. 


with  extension  by  we: 

bed  :  no  extension  :  sinuses  cleaned,  syringed  out  and 
jacked  or  drained  daily. 

Forcible   straightening  of  left  knee-joint  after  extension; 
spine. 
a  bed  :  antic 

bed.  witli  extension  weights  to  straighten  hip  and 
knee-  -  injected  with  iodoform  oil. 

lion   by   weights,    rest    in    bed,    Taylor's    long   splint  ; 
cratches,  high  &h<  -lit  up.  curetted  and  wiped 

tedly  ;  syringed  out  with  no  and  carbolic  solution. 
Weight,  extension,  rest  in  lx.-d  :  minuses  slit  up,  curetted,  and 
wiped. 

bed.  weight  extension,  HO  (?),  Peru,  balsam;  inject 
sim:-   - 

Rest  in  bed,  extension  weights. 

bed  with  extension  weights. 
Rest  in  bed  with  extension  by  weights,  later  crutches,  high 

Taylor's  long  splint;  sinuses  syringed. 
Rest  in  bed  with  extension  ;  sinuses  curetted,  ab<ces-es  curet- 
ted, drained, 
Rest  in  bed  with  extension. 


iltaL 


- 

.  out.  W.  l;  I'. 


-  opened  and 


JtO  knee. 


•  -lit  up  curet- 
ted, wiped. 

up, 

curetted,  etc. 

-and  sinuses 
opened  and  curet- 
ted etc(Dr.  Finney). 

up, 
curetted,  etc. 
■ 

up. 
curette 
- 

:ned.     j 
None. 


I 

^  bone 

i  with 

:  absc. 

. 

and  packed. 

Finally 

ilir  Karle,  July 
2\>.  1891);  boy 
.  later. 
None. 


□  bed  with  extension. 

Ix-d  witli  extension,  then  crutches  and  high  shoe, 
will.  .nt. 


:hts  ;  later  crutch 
-j. lint. 
weight  extea 

usion  ;  dilute  Gottllard's  solution  to 
Ing. 
bed,  extension  by  weig 


. 


Cold  abscess  opened ' 

and   ( 

ttedand 

finally  resect,  head. 


i  retting 


.  now  in  be  . 
daily. 


llir-.ini\T  DISEASE 


tabulum 
noted. 


Duration  of  stay  In 

hospital  on  iirst 
ision. 


Not  noted. 

i :  no  sinuses. 
No  pei  (oration. 


Not  staled. 


None  noted. 


i  only 
106  days. 


None  noted. 

Last  day  of  life  when  resect 
done  ;  head  of  bone  loose ;  i 
acetabulum  perforated ; 

pubesand  ischium  carious. 
Not   noted  ;    no  operation 

done. 
Not  noted. 
None. 

Not  stated. 
Not  noted. 


3  days,  discharged 

agalnt  advice  ; 
no  notes  taken 
of  condition. 

110  days. 

211     " 


36  days. 


Not  noted ; 

ous. 
Not  noted. 


crista  ilii  cari- 


18  No  sinuses. 

19  Not  noted. 

20  Perforated. 

21  None. 

22  Not  noted. 

23  No  sinus. 

24  Not  on  entrance. 


Not  noted. 

None. 
None  noted. 


i  sinuses. 

ol  perforated,  but  carious. 
30     N'o- 


32     No  Binue  "ii  entrance). 


Not   noted. 


No.  of  times. 
in  hospital. 


once. 
Twice. 


96 


9  days. 


29  days,  18  days  on 
second  occasion, 
21  davs. 
40    " 


138 


366 
123 


Once  only. 


Twice. 


Twice. 
Once. 

Once. 
Twice. 

Once. 

Five  times. 
Once. 

At  least  7. 


11  dys  i  taken  home  Once. 

by  parents). 
29  davs. 


357 

120 

147 

65 

16 


('.  davs. 
162    •• 
137     " 


107 
26 


67  davs. 


Numerous 

times. 
Once. 


Last  in  hos- 
pital. 


I 


if  dis- 
chari 
Aug.  it.  1891 


Sept.  18,  1888 

Aug.  ; 


April 

erated 

On  for  osteomy- 
elitis of  righl 
humerus,  and 
necrotic  bone 
remov'd  from 
lining  of  shaft 

Of  bone. 
Aug.    2,  1889      Au.tr.  2,  1SS9 


Nov.  10,  1S90 
Dec.    14,  1S91 


Aug.  24,  1S91 
July  29,  1898 

July   16,  1891 

Julv     8,  1892 
July     8,  1891 

Aug.  26,  1891 
Dec.   10,  1892 

Nov.  28,  1893 

Oct.      6, 
Mar.  28,  1896? 


Aug.    7,  1894 

April  15.  1898 

Sept.  26,  1895 

Feb.     6,  1895 
April  1 

Aug.    6,  1895 


I ■".,  1890 
Feb.   8,  1392 


Day  of  dis- 
charge. 
Last  date. 


At  last  note. 


July    8,  1S92 
Last  note. 


Same  date. 
Aug.,  1898 

Last  date. 


Many  times.     Feb.    15,  1898     April  1 


once.  Julv  16,  1895 

Six  times.         Mar.   13,  1897 
Once.  April 27,   L896 


Last  date. 


Three  times. 
Twice. 


once. 
Twice. 


197   days    (still    in       Once. 

hospital). 
In    hospital    since 

In   hospital    since 
Feb  24,  l 


April 

Mar.  2 

Nov.     5,  1897 


Aug. 

April  15,  1898 

in  hospital. 
April  15,  1898 

in  hospital. 
April  15,  1898 

in  hospital. 
April  l  • 

in  hospital. 


Last  date. 
Apr.  l 
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Last  iv] mii  i 


As  Last  note 

April  15,  L898,  from  Dr.  J.  McC. 
Scott,  his  physicfaa  :  says  he 
walks  without  any  brace, 
cratch,  or  cane,    is  a  clerk 

in  B  stoic.  Ha<  still  one 
small  sinu-~  with  slight  dis- 
charge. 


Same. 


Recurred. 

Patient  goes  without  high 
Bhoe,  and  crutches  only. 
Blnuses  healed,  do  pain  on 
motion  of  hip-joint  ;  motion 
of  the  joint  is  considerable  ; 
yA  inch  shortening. 

As  last. 

Last  date. 


Same  date. 


Same  date. 


few  week-  later. 
Last   -late. 


Then. 
Last    date. 


Excellent.    General  health  very  good  ;  has 
gained  85  pounds,  in  weight ,  one  Blnus  ; 


Unknown. 


Not  known. 

Patient  died  of  cerebrospinal  meningitis 

during  an  epidemic  of  the  disease  In  his 

neighborhood. 


I'nknou  n. 

Patient  died  four  hours  after  operation,  of 
Bhock,  July  2:1,  L89L 


I'nknown. 


August,  1898,  runs  about  with 

perceptible  limp  ;  i-^  fat  and  >troiiL:. 
Unknown. 


Died  six  weeks  after  removal  from  hospital. 


No. 


Thomas's  splint  on 
note. 


Not  in  August 


Unknown. 

No  pain,  tenderness 


jympfc 


' 


Dead. 

I'nknown. 

I  ued  April  15,  1895. 

I'nknou  n. 

Still    hS  ''Ut    on    ei'i; 

wearing   1.  and  Taylor- 

splint. 
I'nknown. 


with- 
did 




Unknown. 

in  bed  W  ilh  - 

mini:' 


iiir-.iorxr  DISEASE. 


:ily. 

Walks  with  crutches 
and  brace. 

with  crotches,  high  shoe, 
and  brace. 

Walks  DOW  without 

assistance. 

1 

? 

? 
No  supix>rt. 

•• 
No  artificial  aid. 

8 

No. 

No. 

7 



Crutches,  high  shoe,  and 
Thomas's  splint. 

Unknown. 

- 

It 

10 

? 

•• 


11 

1? 

Unknown. 

Left  on  crutches  and  to 
have  Thomas's  splint 
and  high  shoe. 

Neither,  August,  1898. 

? 

1 

:: 

9 

Crutches  only. 

Unknown. 

in 

Unknown. 

14 

1". 

Discharged  with  above. 
Discharged  with  above 
at  lirst. 

No. 

<? 

HI 

As  stated. 

17 

? 

lfl 

? 

I'l 

As  before. 

'if 

M 

No. 

No. 

No. 

'loin.     Yes 

Yes,  on  leaving  hospital 

No. 

Only  slight  limp  :  on 
leaving  hospital  ad- 
vised to  have  a  long 
splint  immediately. 

No. 

'1 

?fi 

Unknown. 

yes,  March  13, 

Unknown. 

"7 

Did  at  last  report 

yes. 

Yes 

All  symptoms  L,roiie  Nov. 
14,  1898. 

No. 

Crutches  only,  Nov.  1  1, 
1898. 

Crutches  only. 

No. 

No. 

Yes. 

No. 

V.-. 

No. 

With  long  splint,  etc. 

STes. 

No. 

tfo. 
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irent 

ining. 


l',  Ini 

ated. 

U'im:h. 

cut 
1 '..  I' 

i  '■>. 
Nn  shorten- 
ing. 


Apparent 
aches, 

real  l1..  in. 

Real  if..  in. 


Remarks. 


bed  condition  on  i 

Much  improved  on  Brstdischai  cted  for  two  and  balfye 

»n  Brsl  treatment,    increase  in  welgbl . 
Patienl  rn  iiis  living;  in  good  bealtfa  April  15,  ; 

"ii. 
Went  away  before  residenl  physician  bad  made  aotes  or  taken  bistory. 
;  Anally  walked  without  support.    Recovi  tely. 

When  last  beard  from,  a  short  time  before  death,  he  was  u 
!  general  bealth. 

Walked  on  crutches.    Thomas  splint  and  high  shoe  when  -he  lefl  the  bospll 
sinuses;   no  pain.    General  condition  good.    Died  of  ■ 
meningitis 

This  patienl  ought  to  have  hern  radically  operated  on  and  hip-joint  • 

much  earlier  dale. 

Removed  from  hospital  hy  parents againsl  advice. 
This  Is  an  old  anchylosed  hip-joint  with 
proved.    Local  condition  about  the  same.    \.,  i  iperation  d< 

An  old  case  Of  tuberculosis  of  spine,  hip.  and  I 

A  MroiiL;  tendency  to  recovery,  with  anchylosis  and  a  slightly  Hexed,  adducl 

i  i  led  limb. 
Limb  Hexed  on  pelvis.    Patient  disappeared  from  observation. 


214  inches. 


r,  c.m.  real 
shortening. 

Not  appar- 


None  at  all. 


Both  ex- 
tremities. 


Boy   has  steadily   Improved    with    repeated    abscesses,  which   after   curetting    have 
finally,  with  one  exception,  healed.     Patient  is  very  fat,  good  00  ellen: 

general  condition. 

An  advanced  case.    Pelvis  involved  ;  head  of  femnron  dorsum  ilii  :  Invefc 
Removed,  againsl  advice,  from  hospital. 

Did  remarkably  well  on  tirst  stay  in  hospital,    complete  arrest  of  ail  syu 

These  returned  later. 
Taken  away  against  advice.     One  of  the  few  with   any  symptoms  Ol    puh 
tuberculosis. 

Three  and  a  half  to  three  inches. 

Contracted  scarlet  fever  while  in  hospital.    Died  of  asthenia  six  week-  ., 

from  bospital. 

Whole  outer  aspect  of  thigh  was  swollen,  indurated,  and  blue.   This  began  over  hip- 
joint.    Slightest  motion  of  joinl  caused  pain;  evidently  a  deep 
tsted.    When  patient  left  hospital  there  was  no  limitation  of  motion  of  eit  her  joint. 
pain,  tenderness,  or  limp. 

Patient  contracted  diphtheria  and  quickly  died.    The  t  tirst  thought  to 

-  of  the  thigh,  but  course  of  the  disease  showed  I  ly  hip- 

joint  disease.    <  larious  hone  removed. 

While  in  bospital  patient  contracted  scarlet  fever,  recovered,  with  desquamation  in 
Usual  lime,  after  which  he  went  home. 

A  very  Intractable  case.    Soon  after  curetting  sinuses  they  t*  i  with  gray 

gelatinous   Lining.     They  are  syringed  out   twice  daily  with  ll<»  or  a  carbolic 
solution.    Patienl  bas  a  large  and  firm  (amyloid)  liver  and  pale  urine 
trace  of  albumin.    Bad  amyloid  viscera  probably. 

[n  hospital  but  six  days,    Dis  indstill.    No  pain,  no  fe^ 

Contracted  scarlatina;  typical  i 

Contracted  typical  measles  while  in  hospital.    Case  has  resulted  apparently  ;• 

cure.  '  Child  is  fat,  walks  w  ilhout  limp  or  pain  or  a-  any  kind. 

ted  typical  measles.    Left  bospital  perfectly  well ;  bas  been  running  about 
for  nine  days  with  no  perceptible  limp. 
Patient  improved  each  time  sinuses  were  freely  opened  and  curetting  d 

ral  condition  very  satisfactory.     No  Symptoms  whatever. 

This  child  produces  pus  everywhere.   lias  had  several  times  obstinate  corneal  ulcers 

Which  Anally  healed.     At  present  Deeds  immediate  incision  upon  trochanter. 
Strong  tendency  to  local  recovery.     Patient  was  attacked  with  diphtheria  while  in 

bospital.    i:  adily. 

I  la-  unproved  since  entrance.     General  health  fair. 

\ 


THE    DIAGNOSIS   OF   APPENDICITIS. 

By  Fkank  T.  Meriwether,  M.D., 
AshemUe,  N.  < '. 


That  appendicitis  is  not  so  easily  diagnosticated  as  is 

thought  is  a  fact  patent  to  those  who  see  much  abdominal 
work.  How  often  are  we  called  in  late  for  an  operation  when 
the  patient  has  been  treated  for  other  diseases.  And  it  is  not 
always  to  the  physician's  discredit,  for  I  recall  a  case  operated 
upon  by  me  some  time  ago  that  had  been  diagnosticated  by 
the  great  Pepper,  excellent  clinician  that  lie  was,  as  indiges- 
tion, during  a  previous  attack,  but  which  the  adhesions  and 
conditions  found  showed  must  have  been  appendicitis. 

The  difficulties  in  diagnosis  also  explains  why  certain  physi- 
cians having  larger  practices  see  so  few  cases,  while  others 
cure  large  numbers  by  a  strictly  medical  treatment.  It  is 
much  like  the  obstetrician  who  delivers  hundreds,  or  it  may 
be  thousands,  without  a  perineal  tear.  He  does  not  look  for 
them  in  the  right  way,  or  else  is  not  skilful  enough  to  discover 
them. 

There  are  undoubtedly  many  cases  of  appendicitis  in  which 
the  diagnosis  is  very  clear,  the  patient  himself  making  the 
diagnosis,  but  many  cases  demand  the  most  profound  thought 
and  judgment.  I  know  I  see  cases  in  which  it  seems  almost 
impossible  to  make  a  diagnosis  with  certainty,  though  thus 
far  I  have  not  operated  unnecessarily.  We  often  say  with 
confidence  that  an  acute,  localized  pain  and  tenderness  in  the 
right  iliac  fossa,  accompanied  with  fever  and  a  rapid  pulse, 
after  excluding  ovarian  disease,  is  very  likely  appendicular, 
but  so  often  there  is  at  first  no  localized  pain,  or  if  localized, 
it  is  not  in  the  right  fossa. 
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In  my. experience  the  mosl  frequent  seat  of  pain  Lb  at  or 
about  the  umbilicus.  And  the  temperature  is  very  uncertain, 
in  one  case  with  peritonitis,  it  being  on!  at  its  highest, 

with  a  pulse  of  from  71  to  80  and  good  in  quality.     And 
this  was  a  case  of  perforation. 

Appendicitis  may  he  confounded  with  almost  anything,  and 
while  the  members  of  this  particular  society  are  undoubtedly 
fully  able  to  differentiate   in   this  it   may  be  well   to 

refresh  our  minds  a  little.     The  var  bh  !  female 

sexual  organs,  particularly  those  of  the  right  ovary,  are  all 
very  likely  to  he  confounded  with  appendicitis. 

1  believe  that  in  the  majority  of  3es  animation  of  the 
abdomen, combined  with  vaginal  and  bimanual  palpation  will 
enable  one  to  detect  the  offending  organ  and  establish  a  cor- 
rect diagnosis.  The  examination  of  the  right  fossa  is  tie- 
most  important  means  of  diagnosis,  or  if  from  rigidity  or 
tenderness,  a  thorough  examination  cannot  be  made,  the  char- 
acter of  the  I  -  of  the  abdominal  muscles. 

In  my  experience  in  ovarian  or  uterine  trouble,  if  rigidity 
is   marked,    it   is   general — that    is,    both    recti    muscles    are 
involved,  while  in  appendicitis  it  is  the  right  lower  quadrant 
only.      Even  during  the  examination  under  anaesthesia  this 
one-sided   rigidity  often   remains,  and   I  have  >wn  caa 
which  the  right   muscle  did   not   become   relaxed   until 
time   after  the   operation.      Also   the  masses  of  exudate  and 
pus  from  tlie  pelvis  rarely  rise  above  the  level  of  the  an 
superior  spine,  while   in  appendicular  trouble  the  tumor,  if 
any,  is  apt  to  be  above  and   rather  internal,  toward   the  um- 
bilicus. 

Ovariau   Abscess.     Quite  a   number  of  times  ovarian 

en  met  with,  in  which  the  infection  comes  from 

the  appendix,  the  end  of  which  is  adherent  to  the  abscess  wall. 

1  have  met  with  one  case  in  which  an  abnormally  long  and 
acutely  Hexed  appendix  was  adherent  to  the  ovary,  iii  which 
infection  occurred,  tin-  result  of  which  was  an  abscess  tfa 
of  a  walnut.      Differential   diagnosis  in  this  case  was  practi- 
cally imp  issible. 
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\<  a  rule,  however,  the  history  of  the  case,  the  character 
of  the  pain,  vaginal  and  bimanual  examination,  the  history 
of  periodicity,  and  its  relation  to  the  menstrual  flow,  usually 
clears  the  diagnosis.  The  attacks  are  less  explosive  than  in 
appendicitis,  and  the  relation  between  pulse  and  the  tempera- 
ture is  less  distorted. 

In  cases  of  ovaritis,  the  character  of  the  pain,  tenderness 
not  being  so  marked  except  upon  very  deep  pressure,  th 
derness  and  pain  being  low  in  the  pelvis,  the  history  and 
vagina]  examination  should  Buffice.  Of  course,  attacks  of 
appendicitis  may  be  aggravated  at  the  time  of  the  menstrual 
crisis,  as  in  a  case  of  mine,  the  excess  of  blood  in  the  pelvis 
causing  a  subacute  attack  of  the  appendicular  trouble  in  a 
iibrous  appendix. 

In  acute  salpingitis  there  is  often  a  marked  resemblance  to 
acute  catarrhal  appendicitis,  but  the  history  of  possible  infec- 
tion, the  different  kind  of  pain,  the  lack  of  rigidity  of  the 
right  rectus  muscle,  and  the  combined  and  vaginal  examina- 
tion should  differentiate. 

In  acute  salpinx  the  examination  usually  reveals  the  condi- 
tion, but  if  the  appendix  is  at  fault,  and  peritonitis  has  super- 
vened, the  rigidity  of  the  vaginal  vault  from  inflammatory 
deposit  and  muscular  rigidity  make  it  impossible  to  map  out 
anything. 

Chronic  pyosalpinx  should  be  easily  differentiated  by  its 
history  and  an  examination,  a  confusion  arising  only  when 
the  tumor  is  very  large,  and  if  appendicular  the  appendix 
pointing  southwardly,  the  abscess  tending  to  burrow  toward 
the  rectum  or  vagina. 

In  extra-uterine  pregnancy  the  history  of  cessation  of  the 
menses,  and  other  signs  of  pregnancy,  the  discharge  per  vagi- 
nam,  the  character  of  the  pain,  the  relation  of  the  pulse  and 
temperature,  and  the  combined  and  vaginal  examination 
should  reveal  the  nature  of  the  trouble,  though  in  a  case  of 
mine  there  were  no  signs  of  pregnancy  and  no  vaginal  dis- 
charge, hi  this  case,  as  in  many  we  see,  a  positive  diagnosis 
was  impossible,  but  the  necessity  of  operative  measures  being 
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present  in  the  event  of  cither  diagnosis,  the  patient  did  not 
suffer  for  want  of  proper  diagnosis. 

A  somewhat  rare  condition  may  be  mistaken  for  a  chronic 
appendicitis,  but  should  be  easily  differentiated.  This 
varicose  condition  of  the  broad  Ligament.  In  it  the  dull 
aching  pain,  always  present,  no  history  of  an  acute  attack,  no 
localized  pain  or  dulness  over  the  region  of  the  appendix,  and 
the  absence  of  inflammatory,  symptoms  should  be  sufficient. 

In  a  fibroid  a  mistake  might  arise,  but  the  history  and 
with  the  examination,  should  make  the  diagnosis.  ( !asee  have 
been  reported  of  a  twisted  pedicle  of  an  ovarian  cyst,  in  which 
diagnosis  seemed  very  difficult,  if  not  impossible  ;  but  the 
character  of  the  pain  is  so  different,  the  history,  and  exami- 
nation, character  and  rigidity  of  the  muscle,  if  any,  should 
clear  it. 

In  infection  following  an  early  miscarriage,  the  infection 
travelling  up  the  right  tube  and  causing  local  peritonitis,  the 
difference  in  muscular  rigidity, careful  examination,  no  inter- 
ference with  the  bowel  functions,  no  vomiting,  and  the  pulse 
and  temperature,  should  differentiate. 

Occasionally  peritonitis  from  a  small  leaking  pus-tube  will 
give  rise  to  symptoms  simulating  appendicitis. 

In  these  cases  the  muscular  rigidity,  if  any,  is  more  or  less 
general,  the  bowel  symptoms  of  appendicular  disease  are  not 
present,  nausea  and  vomiting  are  not  prominent,  the  history 
and  the  pulse  and  temperature  record  are  not  those  of  appen- 
dicitis. 

Cancer  of  the  ileo-csecal  region  may  be  mistaken  for  appen- 
dicitis, or  vice  versa.  The  principal  point-  of  differentiation 
are,  the  age,  history,  cachexia,  temperature  record,  and  careful 
physical  examination. 

Pott's  abscess  should  be  easily  differentiated,  hut  mistakes 
have  often  occurred.  In  fact,  I  am  cognizant  of  one.  In 
it  and  nephritic  and  perinephric  abscess  the  lumbar  exami- 
nation will  usually  show  the  source  of  the  tumor  and  pus, 
and,  with  the  history  of  the  case  and  the  pulse  and  tempera- 
ture records,  should  differentiate. 
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[n  nephritic  and  hepatic  colic  the  relation  of  the  pulse  and 
the  temperature  are  n.>t  bo  distorted  as  is  apt  to  be  in  appen- 
dicitis, and  it  is  more  likely  to  be  the  upper  rather  than  the 
lower  portion  of  the  right  rectus  which  is  rigid.  The  locali- 
zation of  the  pain  in  the  right  fo  sa  is  aim  ist  certain  to  obtain 
within  a  f«-w  hours  in  appendicitis. 

In  nephritic  colic,  the  tenderness  over  the  kidney,  the  his- 
tory, the  very  distinct  pa  ial  characl  r  of  the  pain,  no 
coating  of  the  tongue,  and  no  bowel  symptoms,  the  pulse 
being  only  accelerated,  as  a  rule,  during  the  attack  of  the 
pain,  tin',  examination  of  the  urine,  and  the  palpation  of  the 
abdomen,  together  with  the  absence  of  temperature  chaiu 
should  make  up  a  diagnosis.  In  hepatic;  colic  the  history  of 
the  former  gastric  disturbance,  the  icterus,  tumor,  and  the 
location  of  the  pain  and  the  tenderness,  the  temperature  and 
pulse  records,  should  in  most  cases  exclude  appendicitis. 

Typhoid  of  a  fulminating  character  may  be  confounded, 
but  the  usual  prodromata,  prolonged  fever,  possible  infection, 
diarrhoea,  excessively  high  temperature,  should  distinguish  it. 
The  cerebral  symptoms  of  typhoid  of  this  type  arc  apt  to  be 
marked.  I  do  not  think  that  appendicitis  should  be  con- 
founded with  typhoid  with  perforation,  but  I  know  of  two 
ea-es  of  perforative  appendicitis  in  which  the  diagnosis  of 
typhoid  perforation  had  been  made. 

The  history  of  a  necessary  previous  illness  of  two  weeks 
before  pain  and  the  symptoms  of  perforation,  for  typhoid  p 
foration  rarely  occurs  before  the  end  of  or  the  commencement 
of  the  third  week,  should  suffice.  Even  in  a  walking  ease 
the  illness  without  pain  would  be  noticed.  I  believe  that  it 
is  frequent  that  a  narrowing  of  the  ileum  from  typhoid  ulo  r- 
ation  may  product!  symptoms  resembling  appendicitis,  but  the 
history  of  the  manner  of  the  recurrence  not  accompanied  by 
fever,  with  negative  palpation,  and  the  history  of  typhoid 
fever  preceding,  and  the  pulse  record,  should  differentiate. 

Ordinary  colic,  from  indigestion  or  the  ingestion  of  some 
article  of  diet,  often  renders  the  diagnosis  very  obscure  during 
the  first  few  hours.      The  history  of  the  indiscretion  in  diet, 
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tendency  to  diarrfa  stipation  1  > ♦  m f i _r  the  rule  in  appen- 

dicitis, no  tepderness  over  the  appendix, examination  Bhowing 
no  enlarged  appendix,  do  temperature,  and  the  rate  and 
quality  and  character  of  the  pulse,  should  lead  one  to  make 
a  proper  diagnosis.  The  pain,  however,  is  ofteu  of  the  same 
character,  and  it  nol   infrequently  pulse 

and  the  temperature  in  app  are  normal.    The  follow- 

ie  one  of  particular  interest  in  thia  connection. 

A  negro  D03  had  what  was  -  d  to 

be  an  attack  of  colic  Monday  evening,  which  was  relieved,  by 
a  small  hypodermic  injection  of  morphine.  lie  was  advised 
to  take  some  salts,  which  he  did,  with  the  result  that  lie  f»  It 
about  well  the  next  morning.  lie  hail  no  fever,  and  his 
pulse  was  72.  He  did  his  work,  which  was  that  of  a  hostler, 
the  next  day,  getting  around  fairly  well.  On  Wedn 
night  he  complained  again  and  was  given  another  hypodermic 
injection.  Still  no  fever  or  pulse  derangement.  Thursday 
morning  he  had  a  little  tympany,  and  quite  a  little  pain,  it 
being  most  marked  about  the  umbilicus.  Thursday  noon  the 
pain  became  localized  at  McBurney's  point.  I  saw  tic  case 
that  afternoon,  at  which  time  the  pulse  was  ~'2  and  the  tem- 
perature 98.4°;  tympany  was  marked,  the  tongue  slightly 
coated,  some  tenderness  over  the  right  iliac  fossa,  total  1' 
liver  dulness,  bowels  had  moved  that  morning,  no  nausea, 
and  the  patient  was  fairly  comfortable. 

An  operation  made  showed  a  large  perforation  with  free 

fecal    matter   in   the  abdominal    cavity,  and   about   a   pint   of 

very  foul   pus  free,  no  attempt  on  the  part  of   nature   having 

made  to  wall  it  off.     This  patient  had  at  no  time  shown 

"f  shock,  and  went  oil   the  table  with  a  pulse  of  Si)  and 

a  temperature  of  9!)°. 

In  differentiating  between  chronic  appendicular  disease  and 
tubercular  peritonitis  the  points  are  tic  temperature  record, 
the  history,  and  the  lesion  to  be  found  elsewhere  in  tubercu- 
losis. No  mas-  is  found  in  tubercular  peritonitis,  as  would 
be  found  in  chronic  appendicular  abscess,  but  the  other  symp- 
toms may  be  very  confusing.     In  a  case  I  had  some  tin* 
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the  history  was  thai  of  recurrent  appendicitis,  with  a 
perature  pointing  toward  pus  somewhere,  but  at  the  time  of 
operation  a  Localized  tubercular  peritonitis  was  found,  with 
il  enlarged  glands  containing  the  tubercle  bacilli.    There 

was  a  sense  of  resistance  in  the  right  fossa,  though  no  distinct 
tumor  was  felt. 

In  intestinal  obstruction  the  temperature  is  more  apt  to  be 
subnormal.  There  i-  no  history  of  a  previous  attack,  and 
the  obstruction  of  the  bowel  is  usually  absolute.  In  one  case 
seen  the  diagnosis  of  appendicitis  was  made  upon  the  fact  that 
after  persistent  endeavor  the  bowels  were  moved,  though  the 
former  physicians  had  considered  the  obstruction  absolute, 
and  the  operation  proved  the  correctness  of  the  diagnosis. 

There  is  not  apt  to  be  a  local  rigidity  of  the  rectus,  aod  the 
character  of  the  pain  and  vomiting  and  of  the  tumor,  and  the 
temperature  record,  should  show  in  most  cases  the  trouble  to 
be  strangulation. 


VAGINAL  w.   ABDOMINAL    HYSTERECTOMY, 


I'.v  B.  Bhbewood-Duitn,  M.  D. 


In  1895  I  returned  from  Paris  after  a  residence  of  ten 
years  there,  and  having  seen  a  great  deal  of  vaginal  hysterec- 
tomy by  the  clamp  method  in  my  hospital  -  and  being 
its  enthusiastic  admirer,  I  praised  it  as  an  ideal  operation, 
easy  of  performance,  and  largely  devoid  of  the  dangers  attend- 
ing the  operation  by  the  abdominal  route. 

In  France  it  is  universally  accepted  and  generally  practised, 
and  in  the  hands  of  Prof.  Gustave  Richelot  has  shown  a  favor- 
able rate  of  mortality,  which  has  never  been  equalled  by  the 
abdominal  operation. 

In  this  country  it  has,  here  and  there,  won  an  admirer  and 
advocate,  but  has  failed  of  popularity,  and  for  some  time  I 
was  at  a  loss  to  understand  why.  Fuller  acquaintance  with 
the  technique  and  results  of  the  abdominal  operation  in  the 
hands  of  my  American  colleagues  has  not  only  enlightened 
my  mind  as  to  the  reason,  hut  has  converted  me  to  the  Ameri- 
can operation  of  abdominal  hysterectomy  for  many,  and  I  may 
say  the  majority,  of  cases  in  which  I  formerly  practised  the 
vaginal  route. 

The  evolution  and  perfection  of  the  technique  of  abdom- 
inal hysterectomy  is  distinctly  American,  and  until  the  publi- 
cation in  Paris  by  Prof.  Paul  Begond  of  it^  details,  after  his 
visit  to  this  country,  the  American  operation  was  almost 
unknown  in  France. 

My  change  in  opinion  and  procedure  has  been  -low  and 
reluctant,  and  results  from  conviction,  as  point  by  point  I 
have  been  led  to  see  the  manifold  advantages  of  an  open  field 
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for  determining  the  condition-  present,  offering  freedom  for 

manipulation,  and   the  better  conditions  for  doing  a  complete 

operation.  I  first  decided  that  cases  complicated  by  linn 
adhesions  were  better  handled  through  the  abdomen  ;  this  left 
pus,  cancer,  and  simple  cases  (in  which  I  include  small  fibroids) 
for  the  vaginal  route.  Later,  my  natural  desire  for  conser- 
vatism persuaded  me  that  the  simple  cases,  if  operated  through 
the  abdomen,  offered  the  possibility  of  preserving  the  central 
organ  and  possibly  one  of  the  appendages,  which  I  look  upon 
as  of  vital  import  to  the  well-being  of  women  of  younger 
years.  There  remained,  then,  only  pus  and  cancer  cases. 
Now  I  am  fully  satisfied  that  after  the  removal  of  diseased 
cervical  tissue  and  the  proper  preparation  of  the  uterine 
cavity,  that  the  removal  of  a  cancerous  uterus  by  the  abdom- 
inal opening  offers  better  promise  of  success  as  it  affords  the 
opportunity  to  examine  and  remove  any  of  the  affected 
glands,  as  well  as  any  suspected  portion  of  the  broad  liga- 
ment. 

Vaginal  hysterectomy  for  me  has,  therefore,  resolved  itself 
into  an  operation  of  choice  for  dealing  with  pus  cases,  and 
this  comprises  the  enlarged  and  soggy  uterus  of  metritic  or 
puerperal  origin,  with  or  without  complication  of  the  appen- 
dages, for  the  removal  of  which  vaginal  hysterectomy  is  an 
ideal  operation. 

The  superior  advantages  offered  by  the  vagina  for  natural 
drainage,  together  with  the  protection  this  route  offers  to  the 
barrier  which  nature  usually  sets  up  between  pus  accumula- 
tions in  the  pelvis  and  the  abdominal  cavity,  has  held  me  a 
partisan  still  to  the  vaginal  route  for  the  treatment  of  extra- 
vasated  pus  tubes,  perimetritic  and  pelvic  abscesses.  The 
criticism  can  truthfully  be  made  that  in  the  presence  of  these 
conditions  in  their  worst  forms  the  operator  does  an  incom- 
plete operation,  in  so  far  as  he  leaves  undisturbed  some  adhe- 
sions which  may  later  necessitate  a  second  operation  through 
the  abdominal  wall,  and  in  some  instances  more  or  less  dis- 
ease! tissue,  which  sloughs  away  in  the  drainage  and  prolongs 
the  after-treatment  and  convalescence ;  but  those  who  have 
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had  experience  in  the  handling  of  th<  -  by  both  methods 

will,  I  feel  confident,  bear  me  <»ut  in  the  statement  that  vagi- 
nal hysterectomy  is  a  life-saving  operation,  and  the  impor- 
tance of  this  consideration  outweighs  all  others  in  my  mind. 
The  foregoing  reasons  are  equally  cogent  in  persuading  me 
that  certain  cases  and  conditions  of  pelvii  best 

treated  by  vaginal  incision  and  drainage,  even  if  necessary  to 
follow  later  with   a   radical   operation.      Given   the  choice,   I 
believe  any  patient  will  elect  two  operations  off  eric 
security   to    life,    rather   than   one   where  the  outcome    i-    a 
matter  of  prognosis  infausia. 

The  advantages  claimed  for  vaginal  hysterectomy  are 
briefly  arranged  in  the  degree  of  their  importance  :  that  the 
operation  is  attended  with  a  less  percentage  of  mortality  than 
the  abdominal  operation;  that  it  occupies  far  less  time  iD  its 
performance  with  clamps,  with  consequently  less  shock  to  the 
patient;  that  it  is  practically  never  followed  by  hernia  ;  that 
it  offers  natural  drainage  downward,  which  is  important  in 
pus  cases,  and  equally  permits  of  daily  Hushing  and  cleansing 
of  the  field  of  operation,  which  is  an  important  factor  in  the 
elimination  of  pus  and  pockets,  and  tends  to  final  closure 
without  adhesions;  that  it  avoids  the  abdominal  scar,  which 
is  unsightly  if  closed  with  the  throiigh-and-th rough  suture, 
or  by  interrupted  superficial  sutures  of  silkworm-gut,  and  is 
a  source  of  annoyance  to  some  women,  and  in  a  certain  pro- 
portion of  cases  gives  rise  to  hernia. 

The  disadvantages  are:  danger  to  the  ureters,  which  vary  in 
their  anatomical  relations  ;  danger  to  the  intestines  and  blad- 
der :  difficulty  in  the  ready  control  of  all  oozing,  which  is  a 
vitally  essential  point  in  the  technique  ;  the  great  pain  sui 
by  the  patient  during  the  forty-eight  hours  that  the  clamps 
remain,  and  the  time  and  trouble  necessary  to  the  proper 
daily  dressing  of  the  patient  over  a  period  of  from  foil 
-  io  >ix  weeks,  depending  upon  the  conditions  present 

The  importance  of  the  after-treatment  oi  tl.<  -  has 

•.•ally  overlooked  and  misunderstood  by  A 
Burgeons,  and  as  regards  the  ultimate  recovery  and   favorable 
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results,  this  is  as  important  as  is  the  technique  of  the  operation 
itself.  The  reason  for  this  oversight  is  easily  explained. 
The  clinics  are  open  to  all  without  question,  in  Paris;  but  a 

visitor   t<>   follow   the  cases   in   the   wards,  and   daily    see   tli  | 
-.  must  obtain  the  eon-cut  of  the  hospital  administra- 
tion, which  is  difficult,  and  is  seldom  accorded.      I  have  seen 
a  host  of  my  American  colleagues  present  at  the  operations 

in  my  hospital  service  in  Paris,  hut  only  rarely  one  that  had 
sufficient  interest  to  secure  the  entrance  into  the  hospital 
wards,  come  daily  at  7.3<>  o'clock  in  the  morning,  and  go 
through  the  day's  routine.  They  all  become  familiar  with 
the  technique  of  the  operation,  but  very  few  learned  the  de- 
tails of  the  after-dressing  of  these  cases. 

No  ease,  in  my  opinion,  can  be  properly  douched  and  dressed 
on  a  bed-pan  in  bed.  The  patient  should  each  time  be  placed 
on  the  operating-table  in  the  operating-room,  or  dressing- 
room,  if  one  be  provided,  and  with  the  advantage  of  an  open 
field  brought  into  view  by  retractors  in  the  hands  of  an 
assistant,  with  a  good  light  and  perfect  asepsis,  thoroughly  and 
carefully  douched  with  permanganate,  hydrogen  dioxide,  or 
other  antiseptic,  and  redressed  with  drainage  of  iodoform 
gauze,  and  the  vagina  carefully,  but  not  too  tightly,  packed 
with  the  same  material.  It  will  readily  be  seeu  that  this  is  a 
lab  trious  and  lengthy  operation,  which,  so  far  as  I  am  con- 
cerned, cannot  be  entrusted  to  the  hands  of  a  nurse,  no  matter 
how  competent,  and  it  must  be  confessed  has  had  great  in- 
fluenee  in  my  relegating  the  operation  to  the  saving  of  life 
only. 

This  brings  us  to  the  consideration  of  a  point  of  cardinal 
import  in  a  choice  between  the  two  method-.  There  is  in 
every  case  of  vaginal  hysterectomy  by  clamps  a  sloughing  of 
the  necrosed  tissue  resulting  from  the  pressure  of  the  clamps, 
and  if  the  operation  is  in  the  presence  of  purulent  conditions, 
tin'  discharge  is  likely  to  be  increased  ;  thus  one  cannot  t  s 
the  reflection  that  if  the  mortality  rates  in  surgery  are  inure 
largely  dependent  upon  aseptic  conditions  than  upon  any 
other  one  factor,  then  it  is  certainly  necessary  to  exclude  from 
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our  hospitals  septic  eases  that  arc  a  constant  menace  to  the 
other  inmates. 

In  controversion  of  the  opinion  I  have  heard  generally 
expressed,  I  believe  that  vaginal  hysterectomy  is  a  more  diffi- 
cult operation  than  abdominal  hysterectomy,  requiring  a  more 
delicate  touch  and  manipulation,  intimate  knowledge  of  all 
the  hidden  parts  involved,  which  is  only  acquired  by  experi- 
ence in  the  operation,  and  that  the  successful  treatment  of 
conditions  encountered,  which  are  never  twice  the  same,  de- 
mands greater  dexterity,  and  what  is  termed  surgical 
in  its  best  definition. 

Moreover,  you  are  likely  to  have  complications  in  or  fol- 
lowing this  operation  when  least  expecting  them.  In  my  last 
case,  which  was  non-adherent,  I  had  a  fecal  6stula  resulting 
from  rubbing  of  the  bowel  against  the  point  of  one  of  my 
forceps,  causing  a  necrosis,  which  opened  on  the  fifth  day, 
closing,  however,  in  due  time  of  its  own  accord,  as  the  major- 
ity of  these  fistula?  do. 

In  my  radical  change  of  opinion  as  to  the  field  of  usefulness 
of  vaginal  hysterectomy  I  find  myself  in  the  distinguished 
company  of  some  of  its  best-known  teachers  and  former  advo- 
cates. Prof.  Paul  Segond  returning  to  France,  after  his  late 
visit  to  this  country,  read  a  paper  before  the  Paris  Sui 
Society,  and  published  in  the  Revue  d*    I  )logiey  entitled 

" Abdominal  Hysterectomy  for  Large  Fibroids,  and  the  Supe- 
riority of  the  American  Method  Over  All  Others."  Jacobs, 
of  Brussels,  came  to  this  country  on  a  missionary  tour,  to 
convert  American  surgeons  to  vaginal  hysterectomy;  he  re- 
turned a  convert  to  our  suprapubic  operation,  and  recently 
told  an  American  surgeon  visiting  his  clinic,  that  he  consid- 
ered it  the  operation  of  choice  for  the  total  extirpation  of  the 
uterus  and  it-  appendage-. 

The  American  operation  has  the  great  advantage  of  sim- 
plicity over  the  methods  called  after  the  nanus  of  Richelot, 
Doyen,  and  Fe  Bee,  of  Paris,  and  Martin,  of  Berlin,  which 
operation-  are  the  best  known  in  Europe. 

The  Richelot  operation  consists  in  the  liberation  of 

9  Burg 
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x  from  it-  vagina]  insertions,  through  the  abdominal 
opening,  commencing  by  the  d  a  off  of   the  bladder, 

seizing  the  vaginal  portion  of  the  cervix  after  complete  libera- 
and  drawing  it  up  and  forward  into  the  abdominal  cavity, 
and  then  ;  sively  cutting  and  tying  tlie  broad  ligaments 

from  below  upward,  and  finally  delivering  the  uterus  and 
adneza  entire.  The  opening  into  the  vagina  and  the  cul 
border-  of  the  broad  ligaments  are  then  approximated  and 
I  by  interrupted  catgut  sutures,  instead  of  the  simpler 
and  more  quickly  accomplished  continuous  suture  of  the 
American  method. 

Doyen's  method  resembles  that  of  Richelot,  except  that  he 
commences  on  the  posterior  aspect  of  the  cervix,  opening  into 
the  posterior  vaginal  fornix,  and  draws  the  cervix  backward 
and  upward  into  the  abdomen.  This  manoeuvre  is  exceed- 
ingly awkward  and  difficult  when  you  have  a  Bhort  vagina 
and  a  deep,  narrow  pelvis. 

Le  Bee's  method,  used  chiefly  for  fibroids,  is  a  compromise 
on  the  combined  methods,  so  called,  of  vagina  and  abdomen. 
He  commenees  through  the  abdomen  by  ligation  of  the  ova- 
rian vessels,  at  both  the  inner  and  outer  sides  of  the  ovary, 
through  an  opening  made  in  the  transparent  portion  of  the 
broad  ligament;  then,  after  dissection  off  of  the  bladder  in 
front,  goes  again  through  the  opening  in  and  behind  the  broad 
ligament,  and  carries  his  ligature  through  into  the  vagina  and 
back  again  over  the  anterior  surface  of  the  broad  ligament, 
and  ligates  the  uterine  arteries  on  each  side.  Commencing 
from  above,  he  cuts  the  broad  ligament  down  to  his  ligature 
on  the  uterine  artery,  both  sides,  amputates  the  uterus  at  this 
point,  then  dissects  out  the  cervix,  leaving  sufficient  tissue  to 
form  a  stump  on  each  side  to  prevent  the  slipping  of  his  liga- 
tures on  the  artery;  he  then  draws  these  stumps  down  into  the 
vagina  by  the  aid  of  the  loose  ends  of  his  ligatures,  left  long 
for  this  purpose,  sutures  the  peritoneal  surfaces  together  from 
the  abdominal  side  in  uncomplicated  cases,  shutting  the 
stumps,  with  their  ligatures,  into  the  vaginn. 

Martin's  method  resembles  that  of   Doyen,  witli  the  differ- 
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ence  that  he  commences  by  the  liberation  of  the  uterus  from 
above  downward  to  and  including  the  uterine  artery,  then  by 
the  vagina  he  force-  a  long  pair  of  pointed  forceps  through 
the  posterior  cul-de-sac  into  the  peritoneal  cavity,  enlarging 
this  opening  by  lateral  incisions,  thus  freeing  the  nt-  rua  from 
its  posterior  vaginal  attachments.  I  Tc  th<  n  stitches  the  border 
of  the  vaginal  incision  to  that  of  the  peritoneum  with  inter- 
rupted catgut  sutures,  knotted  on  the  peritoneal  side,  with  the 
ends  left  long,  which  arrests  the  hemorrhage  from  the  poste- 
rior and  lateral  recurrent  arteries-  he  then  carries  his  first 
incision  around  the  cervix  in  front  to  the  opposite  side,  frees 
the  bladder,  completes  the  anterior  opening  into  the  vagina, 
and  delivers  the  uterus.  He  then  carries  the  long  ends  of  the 
interrupted  sutures  on  the  posterior  and  anterior  incisions 
down  into  the  vagina,  closes  the  peritoneum  with  continuous 
catgut  sutures  from  the  abdominal  side,  and  from  the  vaginal 
side  sutures  the  vaginal  mucosa  together. 

This  brief  description  of  the  leading  European  operations 
is  sufficient  to  show  the  greater  perfection  and  simplicity  of 
technique  that  marks  the  American  operation,  the  details  of 
which  are  too  \vTell  known  to  bear  repetition  here  before  this 
distinguished  Society.  So  far  as  my  observation  has  gone, 
the  leading  operators  seem  pretty  well  united  in  their  methods 
of  procedure  in  the  abdominal  operation,  excepting  possibly 
more  or  less  pronounced  difference  of  opinion,  still  exist': 
as  to  the  indications  for  doing  a  total  extirpation  or  for 
leaving  the  cervical  stump. 

I  believe  there  are  a  number  of  reasons  why  the  cervix 
should  be  conserved  in  this  operation  : 

First,  in  its  removal  you  always  encounter  a  smart 
hemorrhage  from  the  recurrent  lateral  and  posterior  vaginal 
arteries,  which  to  properly  secure  and  close,  in  the  closure  of 
the  opening  into  the  vagina,  prolongs  the  operation  from  some 
minutes  to  a  half  hoilr,  according  as  the  pelvis  is  deep  and 
narrow,  or  the  abdominal  walls  thick  and  rigid. 

•  ad,  the  liberation  of  the  vaginal  insertion  to  the  cervix 
demands  that  the  operator  shall    keep  in  close  proximity  to, 
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marl)  upon,  the  cervical  tissue,  to  avoid  injury 
to  the  aretere,  and  a  Blip  or  mishap,  may  cause  irreparable 
miscl 

Third,  in  many  women  the  06  and   cervix  is  the  principal 
ixual  pleasure,  and  its  removal  may  seriously 
the  future  marital  relation. 

Fourth,  I  believe  the  cervix  is  an  integral  part  of  the  pelvic 
ssary  to  the  preservation  of  its  normal  functions. 

Fifth,  the  opening  from  the  peritoneal  cavity  into  the  vagina 
increases  the  chances  of  infection,  no  matter  how  carefully  the 
vaginal  disinfection  may  have  been  prior  to  the  operation. 

It  may  he  claimed  that  the  leaving  of  the  stump  endac 
the  peritoneum  any  way  through  the  cervical  canal  ;  but  I 
have  found  that  if,  in  its  amputation,  the  incisions  are  made 
in  a  decided  Y-shape,  apex  down,  and  the  canal  thoroughly 
sterilized,  by  drawing  a  strip  of  gauze  through  it  from  above 
downward,  soaked  in  pure  dioxide  of  hydrogen,  or  bichloride, 
and  then  the  two  V-shaped  flaps  firmly  stitched  together,  and 
the  peritoneal  borders  stitched  over  above,  then  this  danger  is 
obviated.  All  the  steps  of  the  operation  are  greatly  facilitated 
by  the  Trendelenburg  position. 

AYhere  hysterectomy  is  done  for  malignant  disease  the  whole 
of  the  organ  must,  of  course,  be  sacrificed ;  and  there  are 
cases  of  tubercular  disease  and  gonorrhceal  infection,  where 
the  endometrium  entire  is  suspected,  that  it  may  be  unwise  to 
Lav;-  th  •  <  rvix  ;  also,  if  the  liberation  of  extensive  adhesions, 
or  the  removal  of  a  widely  adherent  fibroid  leaves  raw,  oozing 
surfaces,  which  cannot  be  covered  and  must  be  drained,  the 
vaginal  drainage  may  be  more  important  than  the  conserva- 
tion of  the  cervix;  but  so  far,  I  must  confess,  I  am  strongly 
inclined  to  preserve  the  cervix  in  every  instance  possible. 

There  are  a  number  of  highly  important  advantages  which 
seem  to  me  destined  to  convert  the  partisans  of  vaginal  hys- 
terectomy to  the  abdominal  route  and  the  American  opera- 
tion, and  which  will  give  to  this  operation  a  fixed  and  perma- 
nent place  in  gynecic  Burgery;  prominent  among  them  is  the 
:  unity  to  see  the  greater  part  of  what  you  are  d< 
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and  equally  to  find  and  determine  all  of  the  pathological  con- 
ditions present,  making  accurate  diagnosis  possible,  which, 
when  determined,  renders  a  complete  operation  possible; 
greater  ease  in  overcoming  unforeseen  complications  and  in 
repairing  injuries  to  the  intestine,  which  are  less  likely,  how- 
ever, to  occur  in  this  operation.  The  danger  of  injury  to  the 
ureters  is  decidedly  le8S,  and  with  all  of  the  vessels  under 
your  eye,  danger  from  hemorrhage  is  lessened.  Last,  but  not 
Least,  the  stitching  of  the  cut  borders  of  the  broad  Ligament 
and  cervical  stump,  and  the  covering  of  them  by  peritoneum, 
protects  the  intestine  from  subsequent  adhesions  and  Lessens 
the  danger  from  volvulus. 


SOME    OF    THE    COMMONER    REFLEX    SYMP- 
TOMS   FROM    DISEASE  OF 
THE    RECTUM. 


]',v    I.   L.  Watkins,   M.I>. 
Montgomery,  Ala. 


The  subject  of  reflex  symptoms  is  so  little  understood  that 
any  contribution  on  the  subject  will  be  regarded  as  speculative 
and  in  no  sense  conclusive.  That  such  phenomena  exist  is 
admitted  by  everyone;  and  why  they  are,  in  this  age  of  such 
marvellous  discoveries  and  undreamed-of  wealth  and  knowl- 
edge, so  little  understood  is  strange  beyond  conception. 

The  most  pronounced  and  annoyiug  symptoms  of  this  class 
are  those  due  to  disease  of  either  the  rectum  or  generative 
organs.  These  tissues  are  richly  supplied  with  both  cerebro- 
spinal and  sympathetic  nerves.  Many  conditions  dependent 
on  diseases  of  either  of  these  organs,  heretofore  regarded  as 
reflex,  are  in  fact  not  a  reflex  element,  but  due  to  an  anatom- 
ical relation.  The  migration  of  bacteria  from  a  continuity 
of  tissue  is  well  understood.  The  old  idea  that  all  infections 
were  conveyed  through  the  sympathetic  glands  is  now  known 
to  be  incorrect.  In  cancerous  diseases  we  frequently  find 
deposits  of  malignant  growth  in  cellular  tissue  in  the  neigh- 
borhood where  no  glands  exist.  The  bacillus  coli  communis, 
whose  natural  habitation  is  the  bowel,  is  known  frequently 
to  infect  the  neighboring  organs.  The  gonoooccua  not  infre- 
quently infects  the  mucous  membrane  of  the  bowel.  These 
should  not  be  overlooked  in  our  investigation  to  deter- 
mine the  cause  of  a  trouble  in  a  given  organ. 

That  one  who  devotes  most  of  his  time  to  gynecological 
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subjects  should  attempt  to  write  on  diseases  of  the  rectum  at 
first  seems  Inconsistent  and  an  infringement  on  the  field  of  the 
proctologist;  but  in  justification  of  this  effort  I  shall  attempt 
to  make  a  report  of  some  cases  coming  under  my  observation 
that  belong  to  no  small  class  of  cases  who  consult  gynecolo- 
gists for  a  relief  from  symptoms  of  the  pelvic  organs.  On 
examination  these  organs  are  found  perfectly  healthy.  The 
question  might  justly  he  asked,  Why  did  we  not  turn  these 

cases  over  to  a  rectal  surgeon?  The  answer  to  this  quet 
will  he  found  in  the  statement  that  no  one  can  he  successful 
as  a  gynecologist  without  at  least  some  knowledge  <>f  the 
diseases  of  the  neighboring  organs.  The  character  of  these 
troubles  makes  it  desirable  for  them  to  fall  in  as  few  hands 
as  possible. 

In  bringing  this  subject  up  for  your  consideration  it  is  not 
my  purpose  to  discuss  the  more  common  pathological  condi- 
tions of  the  rectum,  but  rather  to  direct  your  attention  to  a 
line  of  symptoms  of  the  pelvic  organs  which  to  a  less  careful 
observer  might  prove  very  confusing.  The  question  may  be 
asked  whether  any  trouble  exists  in  the  rectum.  The  answer 
most  usually  would  be  in  the  negative.  Notwithstanding 
this  statement  that  there  is  nothing  wrong  with  this  organ 
in  cases  where  a  failure  to  find,  on  careful  investigation  of  the 
other  pelvic  organs,  a  condition  sufficient  to  account  for  the 
symptoms,  the  rectum  should  always  be  examined.  You  will 
Very  frequently  be  deterred  from  making  this  examination, 
and  so  long  as  you  are  you  will  be  unable  to  give1  a  positive 
opinion,  the  patient  insisting  all  the  while  that  the  trouble  is 
all  in  the  uterus,  ovaries,  or  bladder.  You  may  be  able  to 
elicit  a  history  of  a  predisposition  to  dysentery,  the  p.i- 
at  intervals,  of  glairy  mucus,  which  has  been  attributed  to 
obstinate  constipation.  This  condition  may  have  existed  for 
a  few  months,  or  may  be  for  several  years.  The  sphincter 
is  abnormally  contracted  and  very  sensitive,  which  will  render 
the  examination  very  unsatisfactory,  owing  to  the  great  pain 
produced  on  passing  the  speculum.  With  the  aid  of  a  good 
light  and  the  sphincter  well  dilated  the  condition  to  which  I 
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ask  your  Bpeoial  attention  will,  in  the  majority  of  .uses,  be 
found.  On  either  the  front  or  back  surface,  or  maybe  both, 
will  I)--  found  a  surface,  varying  in  Bize  from  a  twenty-live 
cent-piece  t<»  a  silver  dollar,  where  no  mncoue  membrani 

It  will  begin  about  the  muco-cutaneous  juncture  and 
extend  up  the  wall  of  the  bowel.  The  base  of  this  region  is 
pale,  with  irregular  edges,  and  the  depth  not  more  than  the 
thickness  of  the  membrane.  They  exist  frequently  without 
any  relation  to  a  pile  tumor  or  fissure.  As  a  rule,  more  or 
less  general  proctitis  may  be  found.  Owing  to  the  great 
similarity  of  the  normal  mucous  membrane  and  the  base  of 
this  ulcer,  in  a  bad  light  it  is  an  easy  matter  to  overlook  this 
trouble.  Just  the  character  of  this  ulcer  I  am  unable  to  state, 
as  I  have  not  found  them  described  in  any  of  the  works  on 
disease  of  the  rectum  at  my  disposal.  They  are  neither  tuber- 
culous nor  syphilitic  in  character,  since  they  so  rapidly  yield 
to  local  treatment.  When  we  remember  how  richly  supplied 
these  tissues  are  with  the  sympathetic  nerves,  we  can  readily 
see  that  the  exposure  of  a  small  area  of  these  nerves  operating 
through  the  spinal  nervous  system  may  produce  a  class  of 
annoying  symptoms.  A  bacteriological  investigation  might 
shed  some  light  on  this  subject.  This  condition  is  most  fre- 
quently found  in  people  of  sedentary  habits  who  do  not  earn 
their  daily  bread  or  attend  to  their  bodily  functions. 

I  will  select  a  few  typical  cases  only  to  report.  It  will  be 
unnecessary  for  me  to  report  more,  since  there  is  such  striking 
similarity  in  them  all. 

In  September,  1895,  Miss  W.,  aged  twenty-two  years,  from 
a  neighboring  village,  applied  to  me  with  the  following  his- 
tory: Began  to  menstruate  at  an  early  age,  which  was  regular 
and  not  attended  with  pain.  Had  had  the  usual  diseases  of 
of  childhood,  but  no  serious  illness.  Was  rather  stout, 
with  fairly  good  color.  While  at  school  was  never  active, 
being  unable  to  indulge  in  the  usual  games  with  other  girls. 
Bi  fore  graduating  she  began  to  miss  her  periods,  and  devel- 
op ■<!  a  line  of  nervous  symptoms,  for  which  she  was  taken 
from  school  and  put  under  treatment  by  the  family  physician. 
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Failing  to  get  relief  by  this  measure,  she  was  placed  in  a  Bur- 
gica]  institute,  where  shr  had  electricity,  massage,  and  baths 
for  several  months.  On  the  above  date  she  applied  to  me 
with  a  Line  of  symptoms  very  much  exaggerated  and  very 
confusing.  Pain  in  the  back,  left  side,  both  leu-,  extending 
to  the  knees,  with  the  sense  of  a  heavy  weight  in  the  pelvic 
region  while  standing.  She  was  classed  as  a  typical  neurotic 
subject.  Examination  revealed  the  uterus  normal  in  size, 
with  some  cervicitis  and  small  sensitive  ovaries.  After  the 
usual  preparation  she  was  curetted  and  a  small  hemorrhoidal 
tumor  removed.  Some  improvement  followed,  which  might 
have  been  attributed  to  the  rot  in  bed.  She  continued  to 
suffer  with  insomnia  and  the  passage  of  large  quantities  of 
mucus  from  the  bowels.  Owing  to  great  sensitiveness,  1  was 
unable  to  treat  the  rectum  further  except  under  ether,  which 
was  administered  and  the  sphincter  well  dilated.  At  this  time 
the  ulceration  described  above  was  found  well  developed  and 
treatment  directed  to  its  relief.  The  usual  application  of 
nitrate  of  silver  with  other  antiseptics,  and  occasional  cutting 
through  the  base  of  the  ulcer,  all  her  symptoms  improved 
very  much.  Though  not  entirely  relieved,  she  was  advised 
to  return  to  her  home  for  the  purpose  of  taking  a  rest  from 
treatment,  which  she  did.  Feeling  that  she  was  quite  well, 
she  decided  that  she  would  spend  the  summer  at  Mt.  Eagle, 
from  where  she  wrote  me  a  letter  stating  that  she  was  per- 
fectly well  and  happy.  Soon  after  this  she  returned  to  her 
home,  and  found  herself  growing  rapidly  worse.  Being  dis- 
couraged with  her  experience  with  me,  she  now  applied  to 
two  distinguished  members  of  this  body,  one  of  whom  advised 
a  removal  of  the  ovaries,  which  advice  she  d«  lined  to  accept. 
She  has  never  recovered,  and  now  regards  herself  an  incurable 
invalid.  hi  my  opinion,  had  this  woman's  rectum  been  prop- 
erly treated  at  an  earlier  date  she  might  have  been  saved  from 
all  the  suffering  which  she  has  endured. 

Cask  II. — Mrs.  McC.,aged  about  thirty-five  years,  nullip- 
ara, entered  my  sanitorium  November,  L895,  very  anaemic 
and  a  confirmed  invalid.     About  live  years  before  that  time 
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her  ovaries  had  been  removed  by  Dr.  Batty  for  dysmenor- 

She  lias  never  been  well  since  that  time,  although  she 
did  not  menstruate.  Complained  of  severe  pain  in  her  left 
Bide,  weak  back,  and  indigestion.  Had  very  much  the  appear- 
ance of  a  cancerous  subject.  On  examination  found  the  gen- 
erative organs  in  the  condition  usually  produced  by  the  opera- 
tion which  she  had  undergone.  The  vagina  was  patulous 
and  the  perineum  was  slightly  lacerated.  The  uterus  was 
displaced  backward  and  there  was  a  fair  crop  of  hemorrhoidal 
tumors.  The  perineum  was  repaired,  the  tumors  removed, 
and  an  extensive  ulceration  on  both  anterior  and  posterior 
walls  of  the  rectum  was  found.  After  some  weeks  of  persua- 
sion and  argument  I  succeeded  in  getting  permission  to  treat 
the  rectum.  Immediately  the  symptoms  began  to  improve, 
and  the  patient  was  relieved  from  all  of  her  symptoms.  In 
my  opinion,  this  is  one  of  a  very  large  number  of  cases  where 
the  ovaries  are  removed  and  the  patient  left  in  as  bad  or  worse 
condition  than  before  the  operation.  We  should  be  very 
positive  that  these  organs  are  the  cause  of  the  suffering  of  a 
woman  before  we  remove  them. 

Case  III. — Miss  A.,  aged  twenty-two  years,  was  referred 
to  me  in  July,  1898,  by  Dr.  W.  with  a  negative  family  his- 
tory. Menstruation  regular,  had  had  no  sickness  except  a 
slight  attack  of  dysentery  about  a  year  ago.  Since  that  time 
she  had  noticed  some  mucous  discharge  from  the  bowel.  For 
several  years  she  has  been  a  great  sufferer  with  pain  in  the 
lower  part  of  the  abdomen,  and  part  of  the  time  was  unable 
to  walk  or  stand.  Recently  she  has  vomited  her  meals  imme- 
diately after  taking  them.  This  statement  is  doubtless  untrue, 
since  she  is  in  very  good  flesh.  This  symptom  was  relieved 
by  threats  of  severe  treatment  if  she  kept  it  up.  As  she  had 
been  sent  to  me  to  have  her  ovaries  removed,  I  made  a  very 
can  ful  examination  under  ether,  and  was  unable  to  find  any 
disease  of  these  organs.  Although  she  stated  she  had  no 
trouble  with  the  rectum,  I  found  two  very  large  ulcers,  to 
which  I  applied  pure  nitric  acid,  which  relieved  her  in  about 
three  weeks.     She  was  sent  home,  able  to  walk  over  the  entire 
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place,  though  when  she  came  she  bad  to  be  carried  from  her 
carriage  to  her  room. 

L  might  relate  a  great  many  more  similar  case-,  hut  as  my 
object  is  only  to  put  the  regular  practitioner  on  his  guard 
before  he  advises  a  patient  that  her  ovaries  will  have  to  be 
removed,  and  for  that  reason  .she  must  consult  a  specialist. 
It  is  never  pleasant  to  have  to  disagree  with  the  diagnosis  <>f 

the  family  physician,  but  when  he  is  80  careless  a-  lo  make 
the  error  alluded  to  in  this  paper,  humanity  compels  us  to 
do  so. 


THE  SURGICAL  TREATMENT  OF  INFECTIONS 

OF  THE  UTERUS   DURING 

THE  PUERPERIUM. 


By  William  W.  Taylor,  M.D., 

Memphis,    Ttuu. 


To-day  it  is  known  that  infection  as  it  occurs  in  the  puer- 
peral woman  is  dependent  either  on  toxins  or  on  pathogenic 
germs.  The  two  forms,  then,  to  be  recognized  are  putrid  in- 
fection (the  sapraemia  of  Matthews  Duncan)  and  septicaemia. 
In  saprsemia  there  is  simple  absorption  into  the  circulation 
from  some  focns  of  decomposition,  while  septicemia  is  due  to 
pathogenic  microbes,  usually  the  streptococci  and  staphylo- 
cocci, and  which  are  generally  introduced  from  without.  In 
either  condition  the  grave  infections  begin  most  frequently 
within  the  uterus.  A  decomposing  clot  of  blood,  a  fragment 
of  placenta,  retained  membranes  or  pent-up  lochia  may  readily 
cause  a  putrid  infection.  In  the  case  of  septicaemia,  if  the 
microbes  enter  a  wound  in  the  vagina  or  cervix,  the  infection 
extends  upward,  where  the  conditions  in  the  uterus  are  more 
favorable  to  microbic  growth.  In  an  infection  involving  the 
entire  genital  tract  the  micro-organisms  may  be  cod  fined  to 
the  mucous  surfaces  of  the  vagina  and  cervix,  but  within  the 
uterus  they  have  penetrated  the  muscles  and  deeper  tissues. 
When  the  puerperal  infection  has  once  reached  the  uterus  it 
almost  always  travels  not  by  the  mucous  surfaces,  but  through 
the  lymphatics  and  bloodvessels. 

In  the  majority  of  cases  of  infection  following  childbirth 
our  attention  is  first  directed  to  the  interior  of  the  uterus, 
and   in   a  consideration  of  the  measures  of  treatment  to  be 
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instituted  it  will  be  convenient  to  adopt  the  result  of  Bumm's 

studies,  which  show  that  there  are  tu«»  primary  form-  of 
puerperal  endometritis — putrid  and  septic.  In  putrid  endo- 
metritis, as  already  stated,  there  is  absorption  into  the  circu- 
lation from  some  decomposing  material  in  the  iitcru-.  The 
clinical  symptoms  are  high  fever,  rapid  pulse,  and  a  lochia 
that  i<  frothy  and  very  offensive  in  odor.  By  exploration 
with  the  finger  tie-  interior  <»f  the  uterus  in  putrid  endome- 
tritis will  he  found  to  he  rough  and  COV(  v>  d  by  shred-  of 
broken-down  tissue.  The  condition  of  the  patient  does  not 
appear  to  be  as  serious  as  in  the  septic  variety.  The  study 
of  these  cases  has  shown  that  there  is  formed  beyond  the 
necrosed  decidua  a  so-called  "  granulation  /.one,''  which 
estahlishes  a  protective  wall  between  the  dead  and  living 
tissues  and  acts  as  a  harrier  to  the  entrance  of  germs.  The 
treatment  of  this  form  of  puerperal  Bepsis  consists  in  the 
prompt  removal  of  the  offending  masses  with  the  clear,  T. 
if  they  can  be  so  reached,  the  placental  forceps,  or  the  large, 
dull  curette,  followed  by  intra-uterine  irrigation  and  drainage 
by  a  strip  of  gauze  passed  to  the  fundus.  In  this  form  of 
endometritis  the  use  of  tin1  sharp  curette  would  he  dangerous, 
as  by  it  the  protective  wall  which  has  been  thrown  out  by 
nature  would  he  destroyed  and  the  germs  would  be  given  a 
ready  means  of  penetrating  to  the  deeper  tissues. 

In  septic  endometritis — and  it  is  to  the  streptococcus  infec- 
tion especially  to  which  reference  is  made — there  is  an  al 
of  the  leucocytic  wall  which  forms  between  the  dead  and  the 
living  tissu  -  in  putrid  infection.  The  toxin-  are  deficient  in 
their  power  to  attract  leucocytes,  and  the  general  system  has 
no  protection  from   invasion.      Tb  -  through 

the  lymphatics  avel  rapidly, and  the  indi- 

cation- are  for  energetic  and  prompt  treatment.  In  many 
the  fevi  r  is  slow  in  its  onset,  and  is  marked  by  remis- 
and  exacerbations.  The  lochia  is  ordinarily  odorless. 
Local  treatment  can  be  of  benefit  in  this  variety  of  inf 
only  in  cases  that  are  Been  early  and  while  the  B<  psifi  ;-  nearly 
or  (piite  confined  to  the  uterus.     The  curettage  should  be 
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thorough,  and  with  a  sharp  instrument  removing  the  entire 
infected  mucosa.    The  operation  should  be  thorough  in 
detail.     The  patient  should  be  put  under  an  anaesthetic,  the 
i  and   external    parts   cleansed,  and    the   cervix    well 

dilated,  if  not  already  open.  With  the  sharp  curette  the 
entire  endometrium  should  he  removed,  free  irrigation  prae- 
the  interior  of  the  uterus  mopped  out  with  pure  carbolic 
and  a  single  strip  of  gauze  left  in  the  uterus  for  drain- 
ag  .  The  gauze  drain  should  be  removed  at  the  end  of  about 
thirty  hours  and  the  uterus  irrigated  again,  first  with  >t«  ril- 
iz ed  water  and  then  with  peroxide  of  hydrogen.  Whenever 
the  position  of  the  soft  and  flabby  uterus  is  unfavorable  by 
reason  of  its  tendency  to  flexion,  to  a  free  exit  of  its  dis- 
charges, the  gauze  drain  should  be  continued  for  s<  vera]  days. 

I  have  attempted  to  make  a  slight  clinical  differentiation 
between  putrid  and  septic  endometritis.  At  the  bedside  this 
is  often  difficult  to  do  from  the  clinical  picture  alone,  and  to 
form  positive  conclusions  it  may  be  necessary  to  make  a  bac- 
teriological examination  of  the  discharges  obtained  from  the 
interior  of  the  uterus.  In  the  putrid  form  putrefractive 
organisms  will  be  found,  and  in  the  septic  pyogenic  organ- 
isms. However,  when  in  doubt  as  to  the  kind  of  infection 
in  a  given  case,  it  would  be  wiser  to  first  explore  with  the 
finger  or  lightly  with  the  dull  curette,  and  if  these  mea-ures 
do  not  give  evidence  of  debris  in  the  wound,  then  proceed 
with  the  thorough  treatment  that  has  been  advised  for  septic 
endometritis. 

It  is  desired  to  emphasize  the  fact  that  to  obtain  efficient 
drainage  it  is  only  necessary  to  pass  a  twist  of  gauze  to  the 
fundus.  Gauze  tightly  packed  does  not  drain.  Usually  in 
a  the  uterus  is  flabby,  and  the  fundus  may  rest  in 
the  hollow  of  the  sacrum,  and  it  is  especially  in  such  condi- 
tion- that  the  light  gauze  drain  is  effective.  The  soft  and 
friable  condition  of  the  uterine  wall  renders  it  easy  of  perfo- 
ration by  the  curette,  and  to  be  avoided  this  danger  should 
be  kept  prominently  in  mind.  The  question  as  to  the  use  of 
the  curette   in   the   treatment   of  the  acute   infections  of  the 
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uterus  has   been  much  discussed,  and  whenever  mentioned 

in    medical    societies    al\vay>    calls    forth    milch    difference    of 

opinion.  It  cannot  be  Been  how  the  finger  and  dull  curette, 
lightly  u~^\  in  putrid  endometritis,  can  do  harm.  'Id, ere  is 
no  disturbance  of  the  protective  wall  that  nature  has  formed, 
hut  a  Bimple  removal  of  the  offending  masses.  In  the  septic 
variety  it  is  to  he  remembered  that  no  infiltration  area  is 
found,  and  the  sharp  curette,  if  not  uxd  sufficiently  early, 
when  the  infection  is  nearly  or  quite  confined  to  the  uterus, 
cannot  add  to  the  danger  of  the  situation.  The  lymphatics 
are  already  open,  and  if  we  are  guided  by  Bumm's  observa- 
tions the  sharp  curette  cannot  break  down  a  harrier  which 
not  exist.  The  prompt  removal  of  the  entire  infected 
mucous  membrane  and  the  mopping  out  of  the  uterine  cavity 
with  pure  carbolic  acid  will  remove  considerable  Beptic  mate- 
rial and  render  the  interior  of  the  uterus  a  less  favorable  cul- 
ture-ground  for  the  propagation  of  organisms. 

It  is  well  known  that  in  some  cases  of  septic  infection  of 
the  uterus  all  methods  of  treatment  directed  to  stop  or  retard 
the  progress  of  the  infection  are  of  no  avail.  In  spite  of  all 
efforts,  the  infection  extends  through  the  lymphatic  and  blood- 
vessels to  distant  parts,  and  the  metritis  then  becomes  rela- 
tively insignificant.  Other  pelvic  organs  become  the  Beat  of 
infection,  and  as  a  result  there  may  he  suppuration  of  the 
ovaries,  tubes,  and  pelvic  conne.  fcive  tissue,  or  it  may  eventu- 
ate in  a  diffuse  suppurative  peritonitis.  A  parametric  ab 
should  be  opened  as  soon  as  fluctuation  appears.  Ovarian 
and  tubal  abscesses,  if  high  up,  should  be  dealt  with  by 
abdominal  section,  but  if  low  clown  in  the  pelvis  they  may 
oched  by  vaginal  incision.  It  is  perhaps  well  hereto 
sound  a  note  of  warning  against  a  too  hasty  and  indiscrim- 
inate performance  of  operations  for  pelvic  inflammations 
occurring  in  the  puerperal  woman.  During  the  past  year  a 
young  woman  came  under  my  cat-  ight  weeks  in  bed 

following  a  confinement.  She  had  a  mild  fever,  the  pelvis 
was  choked,  intraperitoneal  exudates  surrounded  the  tubes 
and  ovaries,  and  over  the  abdomen  there  was  a  line  of   indu- 
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ration  reaching  half  way  to  the  umbilicus.  With  absolute 
rest,  mild  purgation,  and  heat  and  blisters,  complete  absorp- 
tion took  place  and  a  full  restoration  of  all  the  organs  t<» 

their  normal  functions. 

The  question  as  to  when  hysterectomy  is  justifiable  in  puer- 
peral sepsis  is  difficult  to  solve.  It  is  undoubtedly  the  proper 
procedure  in  some  cases,  but  how  are  suitable  cases  to  be 
selected  ?  With  our  present  knowledge  as  to  diagnosis  in 
such  conditions  we  are  as  liable  to  operate  too  early  or 
unnecessarily  as  too  late.  Hence  it  is  not  thought  that  the 
operation  will  at  present  be  very  generally  adopted. 


A  CASE  OF  TETANUS  TREATED  WITH 
ANTITOXIN. 

Bi  IIiKMANN  B.  Gebsneb,  M.D., 

Neir  Or/ants,   L<i. 


At  this  time,  when  the  serum-therapy  of  diseaf  iving 

close  attention,  it  seems  well  to  report  all  cases  in  which 
of  this  mode  of  treatment  has  been  made     Tetanus  is  not  the 
important  of  the  diseases  in  which  antitoxic  serum  is 
employed  as  a  curative  means.     Again,  it  app  cially 

desirable  to  report  and  consider  carefully  the  fatal  c 
knowing  as  we  do  the  readiness  with  which  good  results  are 
reported,  while  practitioners  are  not  so  apt  to  report  the 
unsuccessful  application  of  any  therapeutic  means.  For 
these  reasons  the  following  case  is  reported  as  concisely  as 
the  bringing  out  of  the  necessary  points  will  permit  : 

Victor  C,  aged  seven  years,  a  compactly  built  boy,  of 
Creole  extraction,  presented  the  first  symptoms  of  the  disease 
on  the  night  of  the  loth  of  April,  1897,  when  he  woke  up 
with  a  painful  stiffness  of  the  muscles.  Two  weeks  pre- 
viously he  had  got  a  splinter  into  the  plantar  surface  of  the 
right  foot:  a  small  sinus  persisted  at  the  site  from  which  the 
entire  splinter  was  thought  to  have  been  removed. 

When  first  seen,  on  the  evening  of  the  L6th,  the  boy  could 
separate  his  teeth  sufficiently  to  permit  the  insertion  of  the 
index  finger;  his  head  was  strongly  extended,  his  back  mark- 
edly arched;  the  abdominal  muscles  were  a  little  rigid.  Liquid 
nourishment  (milk,  broths)  was  ordered,  and  perfect  quiet 
enjoined;  chloral  hydrate,  gr.  v.,  and  potassium  bromid  .  gr. 
x.,  were  direct  d  to  be  given  every  hour  until  he  should  fall 
asleep. 
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[IthyA.M.  Temperature 98.6°  F.  in  rectum.  Clonic 
convulsions  bad  occurred  during  the  night,  with  biting  of  the 
tongu  plantar  sinus  was  laid  open,  chloroform  being 

administered.  A  splinter  was  removed,  the  site  well  <  leansed, 
and  an  iodoform  gauze  pack  introduced.  Twenty  c.c.  of  the 
an ti tetanic  serum  of  the  Pasteur  Institute,  obtained  from 
Dr.  P.  E.  Archinard,  demonstrator  of  microscopy  and  bacte- 
riology in  Tulane  University,  of  Louisiana,  were  injected  hypo- 
itically,  ten  in  each  Hank.  Chloral  and  bromide  were 
•riven  every  two  hours. 

P.M.  Pulse  126.  The  hoy  had  had  several  clonic  convul- 
sions, with  much  pain.  He  was  more  rigid.  The  head  and 
back  formed  a  marked  curve.  The  teeth  could  be  separated 
to  the  extent  of  one-quarter  inch.  The  bowels  moved  once 
on  this  day. 

April  18th,  a.m.  Temperature  101°  F,  pulse  106,  respira- 
26.  The  patient  was  less  rigid.  Marked  opisthotonos 
was  observed  only  during  the  clonic  contractions,  which  were 
not  frequent,  but  could  be  brought  on  by  any  irritation,  such 
as  a  touch,  even  the  attempt  to  swallow  a  small  close  of  medi- 
cine. Ten  c.c.  of  serum  were  given  hypodermatically  after 
the  administration  of  a  few  whiffs  of  chloroform. 

p.m.  Temperature  102.4°  F.  Improvement  was  manifest. 
Another  dose  of  10  c.e.  of  antitetanic  serum  was  given  under 
chloroform  anaesthesia.  Two  bowel  movements  occurred 
during  the  twenty-four  hours. 

April  10///,  a.m.  Pulse  168,  respirations  56.  The  boy  was 
swallowing  a  little  better,  but  was  very  weak.  Liquid  pep- 
tonoids  were  given.  Frequent,  slight,  general  muscular  con- 
trad  cms  were  observed.  The  bowels  moved  twice.  Death 
supervened  in  the  afternoon,  without  any  apparent  change  in 
symptoms. 

Comment:  Death  followed  the  administration  of  the  last 

if  serum,  given  at  a  time  when  the  patient  was  improv- 

On  the  principle,  post  hoc,  crfjo  propter  hoc,  we  might 

attribute  the  fatal  issue  to  the  last  dose.      While  we  cannot 

deny  the  possibility  of  giving  an  "f  the  serum,  yet, 
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considering  the  fact  that  the  instructions  accompanying  it  tell 
us  to  give  an  adult  as  much  as  50  to  I"1)  c.c.  in  one  or  two 

,  ii   is  nut  probable  that  40  c.c,  given  in  the  court 
thirty-six    hours,   caused    the   exitua    lethalis   in    this   case. 
Rather  is  the  death  to  he  attributed  to  exhaustion — a 
danger  in  all  tetanic  patients;  in  the  present  instance  unsat- 
isfactory feeding  and  lack  of  the  absolute  quiet  enjoined  no 
doubt  permitted  dissipation  of  the  boy's  vital 


REPORT   OF  A   CASE   OF   FIBROID  TUMOR   OF 
THE  ABDOMINAL  WALL,  WITH  REMARKS. 


By  C.  Jeff.  Miller,  M.D. 

y,  ,<■  OrU  ana.  La. 


A  married  woman,  aged  twenty-one  years,  of  good  family 
and  personal  history,  eonsulted  Dr.  E.  S.  Lewis  to  ascer- 
tain the  nature  of  a  tumor  occupying  the  lower  part  of 
the  right  lumbar  and  the  upper  part  of  the  right  inguinal 
region,  which  had  been  steadily  increasing  in  size  for  two 
years.  It  was  first  recognized  as  a  small,  hard,  painless 
nodule,  exactly  over  McBurney's  point,  and  made  its  ap- 
pearance about  two  weeks  after  the  termination  of  her 
only  pregnancy.  Then  for  several  months  it  grew  rapidly, 
but  gave  no  inconvenience,  as  there  was  absolutely  no  pain. 
Three  months  before  she  consulted  Dr.  Lewis,  sharp  pains, 
though  not  of  a  severe  type,  commenced  in  the  growth,  and 
continued  at  intervals  up  to  the  time  of  operation.  There  had 
been  no  appreciable  increase  in  the  size  of  the  growth  for 
four  months  prior  to  the  appearance  of  the  pain,  but  after 
that  time  its  growth  was  steady.  The  tumor  occupied  parts 
of  the  right  lumbar  and  inguinal  regions,  was  ovoidal  in 
shape,  about  eight  inches  long,  five  inches  broad,  quite  hard, 
painless,  and  particularly  prominent.  Manipulation  of  the 
tumor  imparted  a  feeling  of  strong  attachments  under  it,  and 
because  of  the  close  proximity  to  the  iliac  bone  it  was  at  first 
thought  that  its  origin  was  in  the  iliac  fossa.  Vaginal  ex- 
amination, however,  showed  that  the  tumor  occupied  a  posi- 
tion above  the  pelvic  borders  and  not  connected  with  any 
pelvic  viscera.     The  inner  border  of  the  growth  extended  to 
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the  outer  border  of  the  right  rectus  muscle.  Its  removal  was 
not  attended  with  an j  difficulty.  After  an  incision  in  the 
line  of  the  axis  ( which  was  parallel  to  the  median  line)  the 
growth  was  easily  and  quickly  enucleated,  except  along  its 
outer  honlci-,  where  the  abdominal  muscli  a  seemed  to  Lose 
themselves  in  the  substance  of  the  fibroid.  The  growth  was 
encapsulated,  but  seemed  to  be  intimately  connected  with  the 
transversalis  and  internal  oblique  muscles  along  its  outer 
edge.  Fibres  <  f  the  external  oblique  passed  over  it,  but  the 
muscle  itself  seemed  to  have  been  practically  removed  by  the 
are.  The  peritoneum  was  not  opened,  but  was  laid  bare 
over  an  area  fully  >i\  inches  square.  After  enucleation  of 
the  tumor  the  ends  of  the  muscles  and  fascia  were  united  with 
buried  catgut  and  the  Bkin  closed  with  Bilk  sutures.  The 
wound  healed  readily,  and  recovery  was  uneventful. 

It  is  not  generally  realized  that  the  abdominal  walls  are 
particularly  free  from  neoplasm-.  When  it  is  known  that 
fibromata  are  the  growths  most  frequently  found  affecting 
the  abdominal  wall,  and  that  they  are  of  exceedingly  rare 
occurrenee,  some  idea  of  the  rarity  of  neoplastic  changes  may 
be  formed.  T.  F.  Richardson,1  in  an  interesting  thesis,  states 
that  Leon  Labbe  saw  only  ten  cases  in  a  peril. d  of  twenty 
years  in  the  hospitals  of  Paris,  and  that  a  search  through  the 
records  of  the  past  five  years  of  the  Charity  Hospital  of  Xew 
Orleans  failed  to  reveal  a  sing  due  cause  of  these 

fibromata  is  as  ill-defined  as  like  growths  of  other  regions  of 
the  body.  Trauma,  however,  seems  to  bear  a  more  direct 
relation  to  these  cases  than  those  of  other  regions,  for  they 
occur  almost  exclusively  in  women,  and  are  usually  situated 
in  the  lumbar  and  inguinal  region-,  along  the  rectus  muscle, 
where  the  greatest  strain  is  exerted  during  pregnancy  and 
parturition.  The  most  peculiar  phenomena  connected  with 
the  development  of  these  fibromata  is  their  intimate  relation 
to  pregnancy.    \\\  the  majority  of  all  cases  reported  the  tumor 

1  The  graduation  thesis  of  It.  t.  f.  EUchardsc  .  which  eon- 

tains  the  report  of  two  cases  of  Qbrold  tumors  of  the  abdominal  wall  and  i 
of  the  literature  <>n  the  subject,  from  which  I  obtained  valuable  information. 
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was  firel  recognized  as  a  painless  nodule,  which  made  its 
appearance  within  a  few  weeks  after  parturition,  and 
rapidly.  Owing  to  this  fact  it  may  be  safely  inferred  that 
injury  to  the  abdominal  muscles,  by  reason  of  the  constant 
tension  and  laceration  during  pregnancy  and  parturition,  is 
the  most  exciting  cans,'.  The  history  of  the  majority  of  i 
i-  strikingly  similar.  The  tumor  makes  its  appearance  Boon 
after  parturition,  and  because  of  the  absence  of  pain  18  usu- 
ally discovered  accidentally.  Growth  in  the  beginniB 
very  -low,  but  after  a  few  months  or  a  year  development 
may  be  very  rapid.  The  histology  of  these  fibromata  affords 
an  interesting  study.  Pathologists  have  found  that  a  marked 
difference  in  structure  differentiates  them  from  the  fibrous 
growths  of  other  regions.  The  essential  difference  consists 
of  the  arrangement  of  the  fibrous  tissue  into  bundles.  It  is 
of  interest  to  note  also  that  a  capsule  is  found  enclosing  the 
tumor  in  the  majority  of  cases.  The  tendency  to  sarcoma- 
tons  degeneration  is  well  marked — a  point  of  practical  im- 
portance in  deciding  in  favor  of  early  surgical  intervention. 
The  anatomical  site  of  the  tumor  influences  considerably  the 
ease  with  which  a  diagnosis  can  be  made.  In  many  cases  the 
bulk  of  the  growth  projects  toward  the  abdominal  cavity,  and 
in  such  instances  it  is  almost  impossible  to  make  a  positive 
dia^no-is,  owing  to  the  close  resemblance  it  bears  to  intra- 
abdominal growths.  It  can  easily  be  seen  how  readily  a 
tumor  occupying  the  abdominal  cavity  which  has  become 
adhered  to  the  abdominal  parietes  could  be  mistaken  for 
growths  in  the  walls.  Tumors  of  the  urachus,  because  of 
their  intimate  relation  to  the  abdominal  walls,  might  be  con- 
founded with  these  fibromata.  If  it  is  remembered,  however, 
that  fibroids  never  develop  in  the  median  line,  and  very  rarely 
it,  a  mistake  could  hardly  be  made.  If  the  growth  of 
the  tumor  takes  place  in  an  outward  direction  a  diagnosis  is 
readily  made  by  virtue  of  its  consistency,  marked  prominence, 
and  mobility. 

It  is  hardly  necessary  to  dwell  upon  the  treatment  of  such 
growths.     The  tendency  to  malignant  degeneration  makes  it 
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encumbent  upon  the  surgeon  to  urge  immediate  surgical  inter- 
vention. Owing  to  the  position  of  the  tumor  it  is  particularly 
liable  to  traumatism,  and  also  subjected  t->  constant  pressure 
by  the  form  of  di  mon  among  women.     Sucb  influ- 

are  prone  to  ex<  ite  inflammatory  changes,  which  may 
give  rise  to  intimate  adhesions  between  the  growth  and  the 
muscles,  fascia,  and  peritoneum.  The  majority  of  these  tumors 
are  encapsulated,  unless  inflammatory  changes  have  occurred 
— a  fact  which  should  always  be  remembered  and  urged  in 
favor  of  early  operation.  Hernia  very  frequently  develops 
after  the  removal  of  abdominal  fibromata,  owing  to  the  exten- 
sive involvement  of  fascia  and  muscular  tissue  in  the  growths. 
Hence  it  is  necessary  to  preserve  all  healthy  ti>s;ie  and  avoid 
opening  the  peritoneum,  if  possible.  Unless  inflammatory 
changes  have  occurred  it  is  seldom  necessary  to  open  the 
peritoneum.  In  the  majority  of  cases  reported  the  tumor 
was  easily  enucleated,  leaving  bare  an  area  of  peritoneum 
corresponding  to  the  size  of  the  fibromata.  In  order  to  pre- 
vent serious  disturbance  to  the  blood-supply  of  this  area  of 
denuded  peritoneum  it  may  be  necessary  in  some  cases  to 
attach  it  to  the  abdominal  walls. 


THE  TREATMENT  OF  SPRAINS  BY  STRAPPING 
WITH   RUBBER  PLASTER. 


})\    K.   I).  Fenner, 
La. 


Early  in  1895  there  appeared  in  the  New  York  Medical 
Journal  an  article  describing  and  advocating  a  new  method 
of  treating  sprains,  particularly  of  the  ankle,  but  applicable 
to  other  joints  as  well.  This  treatment,  thus  brought  promi- 
nently before  the  profession  by  Dr.  Y.  P.  Gibney  (but  origi- 
nated by  another  surgeon),  promised  a  great  improvement  over 
ol  ler  methods.  A  bad  sprain  is  a  serious  injury.  It  is  com- 
monly attended  with  a  good  deal  of  suffering;  not  seldom  it 
re-ults  in  permanent  impairment  of  the  joint;  and  when 
treated  by  immobilization  with  plaster-of-Paris  or  liquid 
glass  it  involves  a  period  of  semi-invalidism  and  crutch-life 
varying  from  two  to  six  weeks. 

The  method  advocated  by  Dr.  Gibney  consists  in  thor- 
oughly supporting  the  joint  structures  by  means  of  strips  of 
rubber  adhesive  plaster,  overlapping  each  other  and  applied 
in  a  definite  manner  so  as  to  obtain  accurate  splinting  without 
interfering  with  motion.  The  essential  principle  of  the  old 
Is  was  to  obtain  rest  by  fixation  of  the  joint ;  the  aim 
of  this  new  method  is  to  obtain  rest  by  support  without  in- 
terfering with  the  motion  of  the  joint.  Under  this  regime, 
said  Dr.  Gibney,  pain  was  relieved,  swelling  subsided,  stiff- 
ness of  the  joint  was  prevented,  and  yet  the  patient  did  not 
lose  a  day  from  his  businss  or  his  pleasure,  but  could  walk 
freely  and  easily  from  the  moment  the  dressing  was  applied. 

Such  a  prognosis  marks  a  great  advance  in  the  manage- 
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mont  of  sprains,  and,  sustained  by  experience,  Bhould  induce 
Burgeons  everywhere  to  prefer  this  method  toothers.  I  am 
convinced  that  it  is  not,  despite  the  high  authority  of  its 
sponsor,  as  widely  employed  as  it-  merit  de  ad,  Bince 

no  principle  in  surgical  therapeutics  is  ever  established  except 
by  the  accumulation  of  evidence  in  its  favor,  I  have  ventured 
to  record  my  own  experience  in  this  paper. 

Shortly  after  reading  Dr.  Gibney's  article  I  was  called  to 
see  a  railroad  track  foreman  who  had  sustained  a  very  sev<  re 
sprain  of  his  ankle  two  weeks  before.  His  occupation  in- 
volved a  great  deal  of  walking,  and  he  absolutely  refused  to 
be  confined  to  the  house.  At  the  time  of  his  injury  be  had 
applied  to  the  Charity  Hospital,  and  the  foot  was  put  op  in 
a  liquid  glass  bandage.  He  hobbled  in  this  cast  at  his  work, 
the  ankle  getting  every  day  more  painful  and  Bwollen,  till  at 
last  he  sent  for  me.  I  found  him  Buffering  acutely  and  unable 
to  put  his  foot  to  the  ground.  The  whole  foot  and  leg  nearly 
to  the  knee  were  tender  and  badly  swollen.  Large  ecchy- 
moses  were  present  on  both  ankle  and  leg,  and  a  great  deal 
of  inflammatory  exudate  had  been  porued  out  into  the  tissues. 
Evidently  the  sprain  involved  both  the  ankle  and  the  tarsal 
joints.  Since  he  persisted  thai  he  must  go  about  at  his  work, 
this  was  evidently  my  opportunity  to  try  the  new  method.  I 
explained  it  to  him,  and  he  agreed  to  let  me  use  it.  I  at  once 
applied  the  complete  dressing  for  tarsus  and  ankle.  The  next 
morning  he  went  out  to  his  work  and  walked  some,  but  still 
with  considerable  pain,  nsing  a  stick  to  help  him.  Every 
day,  however,  he  grew  better  and  made  more  use  of  the  limb. 
He  declared  the  dressing  had  helped  him  a  great  deal,  and 
was  well  satisfied  with  it.  In  a  week  1  reapplied  the  strap- 
ping, finding  the  limb  much  less  swollen,  a  good  deal  of  the 
inflammatory  induration  having  disappeared  in  spite  of  his 
free  use  of  the  joint.  By  this  time  he  was  walking  about 
with  very  little  trouble.  In  ten  day-  tee  strapping  required 
to  be  renewed,  and  in  two  weeks  more  I  was  able  to  dis- 
charge him, cured, with  a  thoroughly  compet  nl  joint.  Prom 
former    experience    I    am    convinced   that  confinement    in   a 
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r-of-Paris  cast   would  have  resulted  in  a  stiff  joint  in 
this  i 

Case  II.  was  a  young  man  who  had  slipped,  sustaining  a 
■  Bpraiu  of  the  external  ligaments  of  the  ankle.      I  was 

called  to  see  him  the  day  after  the  injury,  and  found  him 
ping  acutely.  The  ankle  was  swollen,  tender,  and  he 
could  not  hear  any  weight  upon  it.  Pie  laughed  at  my 
proposition  to  let  him  walk  immediately  after  applying  the 
dressing,  and  I  had  some  difficulty  in  persuading  him  to 
step  out  after  I  had  gotten  it  on.  However,  he  soon  found 
he  could  walk'  without  pain,  and  in  an  hour  went  down  to 
his  business,  which  was  that  of  bookkeeper.  He  never  lost 
another  day,  suffered  no  pain  or  limping,  and  in  eight  days 
ed  in  a  game  of  football.  On  the  fourteenth  day  I 
removed  the  strips  and  found  his  ankle  perfectly  well. 

CASE  III.  was  a  young  man  who  slipped  on  his  steps, 
sustaining  the  usual  sprain  of  the  outer  side  of  the  ankle- 
joint.  There  were  present  pain,  swelling,  and  inability  to 
bear  weight  on  the  limb.  I  applied  the  plaster  strips  in  the 
usual  way,  and  in  an  hour  he  met  me  on  the  street.  He  was 
walking,  with  hardly  any  limp  and  without  pain.  In  another 
day  he  had  learned  to  walk  rhythmically,  and  in  ten  days 
was  discharged  entirely  well. 

Cask  IV.  was  myself.  I  wrenched  my  left  knee,  injuring 
the  structures  on  the  inner  side  of  the  joint.  There  were  con- 
siderable pain  and  tenderness,  and  I  could  not  walk  at  all. 
I  went  to  my  office  on  crutches,  witli  a  posterior  splint  on 
the  knee.  There  I  applied  strips  of  plaster  up  and  down 
the  whole  internal  and  anterior  aspects  of  the  knee-joint. 
Although  the  strips  interfered  with  the  extensive  arc  of 
motion  necessary  to  easy  walking,  they  relieved  the  pain, 
and  I  was  able  to  get  about  with  only  a  slight  limp,  and  in 
five  days  was  well. 

CASE  V. — A  gentleman,  aged  about  sixty  years,  sustained 
an  unusually  severe  sprain  by  a  fall  from  a  bicycle.  All  the 
usual  symptoms  of  sprain  were  present,  with  the  addition  of 
extensive  ecchymoses  all  about  the  ankle  and  nearly  up  to 
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the  knee.  I  did  not  apply  the  straps  until  the  next  day,  when 
the  limb  was  very  tender  and  painful. 

This  case  gave  me  more  trouble  than  any  I  bave  treated, 
as  it  was  probably  an  unusually  severe  injury.  For  two  or 
three  weeks  there  continued  to  be  Borne  pain  and  tenderness 
in  walking,  but  the  strapping  did  its  work  and  enabled  the 
patient  to  he  at  liberty  all  the  time.  Gradually  the  pain  sub- 
sided, and  in  about  six  weeks  be  was  able  to  discard  the 
ing,  which  had  been  renewed  sev(  ral  times.  The  func- 
tions of  the  joint  were  found  to  be  fully  restored. 

Case  VI. — A  young  lady,  the  wife  of  a  physician, sprained 

her  ankle   at    tennis.       When  I  saw  her  she  was    in    bed,  and 

presented  the  usual  symptoms  of  sprain  of  the  outer  side  of 
the  ankle.  Fortified  by  my  experience,  \  assured  her  that 
she  would   be  able  to  walk  without   pain  or  limp  as  soon  as  [ 

had  applied  the  straps.  Her  husband  had  provided  the 
plaster,  which,  upon  examination,  proved  to  be  old  and  of 
very  poor  adhesive  quality.  I  expressed  the  opinion  that  it 
would  not  hold,  but  there  being  no  other  at  hand  we  decided 
to  try  it.  After  the  dressing  was  on  I  got  her  to  try  to  walk, 
but  she  complained  bitterly  of  pain  when  she  did  so.  The 
next  day,  after  suffering  all  night,  she  was  still  unable  to 
stand  on  the  limb.  Her  husband  then  removed  the  dressing 
and  found  that  the  old  plaster  had  slipped  and  gave  no  sup- 
port, lie  got  some  fresh  plaster  ami  applied  a  new  dressing, 
as  he  had  seen  me  do.  The  result  was  all  that  I  had  prom- 
ised. She  was  able  to  walk  without  pain,  and  in  a  few  hours 
was  out  of  the  house,  to  which  she  had  been  confined  ever 
since  she  was  hurt. 

T  have  treated  a  number  of  other  cases  by  this  method 
with  unvarying  satisfaction,  and  a  number  of  my  friends 
have  employed  it  at  my  suggestion,  with  equally  favorable 
results.  I  therefore  have  no  hesitation  in  declaring  that  it 
fulfil-  all  the  claims  made  for  it  by  Dr.  (Jibney,  which  are  : 

1.  It  offers  a  mo  le  <>f  treating  sprains  without  confinem<  at 
or  the  use  of  crutches,  permitting  the  patient  to  walk  f: 

without  pain  or  Limping,  from  the  very  day  of  the  injury. 
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2.    It  results  In  a  more  speedy  cure,  without  any  danger  of 
a  Btiff  joint. 

Suitably  modified,  it  is  applicable  to  other  joints  than 

the  ankle. 

In  applying  this  treatment  it  is  only  necessary  to  follow 

the  directions  given  by  Dr.  Gibney,  and  make  certain  that 
the  foot  is  at  a  right  angle  to  the  leg.  If  the  toes  are  allowed 
to  point  downward  the  patient  cannot  walk  without  limping, 
hut  if  this  precaution  is  observed  it  requires  only  a  little 
deliberate  effort  to  establish  a  rhythmical  gait. 


THE  TREATMENT  OF  CANCEB  OF  THE 
UTERUS.1 


Dr.  LEWIS  8.  MfoMuRTRY,  of  Louisville,  Ky.,  read  a 
paper  with  the  above  title.  He  said  that  the  treatment  of 
uterine  cancer  had  not  shared  proportionately  in  the  great 
advance  of  modern  pelvic  surgery.  While  other  diseases 
which  were  long  the  opprohria  of  medical  and  surgical 
science  and  art  had  been  made  amenable  to  surgical  treat- 
ment, the  treatment  of  cancer  of  the  uterus  was  practically 
where  it  was  twenty  years  ago.  Cancer  of  the  uterus  was  a 
very  common  disease.  Women  were  more  subject  to  cancer 
than  men,  and  in  quite  one-third  of  all  cases  of  cancer  in 
women  the  uterus  was  the  seat  of  the  disease.  The  disease 
occurred,  as  a  rule,  between  the  ages  of  thirty  and  fifty, 
attaining  its  maximum  prevalence  at  the  menopause.  It  was 
rare  in  unmarried  and  sterile  women,  and  was  most  common 
with  mothers  of  large  families.  Race  and  environment  have 
much  to  do  with  its  development.  It  has  l>een  the  experi- 
ence of  the  essayist  that  the  disease  is  proportionately  rare  in 
tie  negro  race.  From  a  careful  statistical  study  Billings 
declares  that  cancer  is  slowly  hut  steadily  on  the  increase, 
and  that  its  greatest  prevalence  is  in  nations  which  have 
attained  the  highest  state  of  civilization.  In  1893  London 
alone  lost  3412  of  her  population  from  this  disease,  a  per- 
centage of  3.73  of  the  total  death-rate  for  the  year.  Cancer 
of  the  corpus  uteri  is  rare  in  comparison  with  the  common 
exhibition  of  the  disease  in  the  cervix,  but  not  BO  uncommon 
as  was  formerly  understood.    Cancer  <»i  the  cervix  originates 

1  Author  fuil<"l  to  furnish  paper  in  time  for  T: 
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i  the  squamous  epithelium  <>f  the  vaginal  portioD  of  the 
oervi  in    the   cylindrical    epithelium   of   the   cervical 

mucosa,   and   (3)   in    the   epithelial    lining   of   the   cervical 

gland  ■■  r  of  the  body  of  the  uterus  originates  in  the 

uctures  of  the  endometrium. 

The  treatment  of  uterine  cancer  consists  in  a  variety  of 
operative  procedures  leading  up  to  the  most  recent  operation 
of  combined  abdominal  and  vaginal  extirpation.  The  names 
of  Verneuil,  Carl  Braun,  Schroder,  Pawlik,  Koeberle,  and 
Bryne  are  associated  with  high  amputation  of  the  cervix 
with  eeraseur,  cautery,  and  knife.  High  amputation,  as 
practised  by  Schroder,  attained  the  greatest  favor  and  main- 
tained its  position  over  hysterectomy  until  1886.  Prior  to 
this  time  hysterectomy  had  such  a  high  mortality  (15  per 
cent.)  that  high  amputation  deserved  preference.  In  1886 
the  operation  of  total  vaginal  extirpation  was  revived  by 
Martin,  Leopold,  and  Olshausen.  Since  that  time  this 
operation  has  been  very  generally  adopted,  and  is  to-day 
the  accepted  treatment  for  the  radical  cure  of  cancer  limited 
to  the  uterus  itself.  With  the  modern  perfected  technique 
the  mortality  of  this  operation  is  reduced  to  about  4  per  cent. 

The  doctor  referred  to  the  statistics  of  vaginal  hysterectomy 
as  given  byPozzi  in  the  third  edition  of  his  Treatise  on  Gyne- 
cologyj  an  analysis  of  which  does  not  strengthen  or  inspire 
confidence?  in  the  ultimate  results  of  this  procedure.  lie  said 
that  claims  are  being  made  for  the  permanent  cure  of  uterine 
cancer  by  hysterectomy  which  could  not  be  realized.  Of  all 
the  cases  of  uterine  cancer  which  apply  for  treatment  only  a 
small  proportion  are  within  the  scope  of  a  clean  extirpation 
by  vagina]  hysterectomy.  The  large  number  of  cases  in 
which  the  disease  recurs  at  the  site  of  operation  within  a 
few  weeks  demonstrates  that  the  operation  is  in  most  cases 
simply  a  resection,  leaving  behind  sufficient  disease  for  con- 
tinual activity.  1 1  is  personal  experience  with  this  operation 
discouraging.  Vaginal  hysterectomy  for  cancer  has 
never  been  a  favored  operation  with  him.  During  the  past 
\car   he   has  done  the   operation   in   five   cases,   which   were 
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selected  as  most  favorable  for  permanent  cure.  In  all  ili<' 
disease  was  discovered  early,  and,  so  far  as  macroscopic 
evidence  could  show,  it  was  limited  to  the  uterus  its<  If. 
The  organ  was  normally  mobile.  Of  these  five  cases  treated 
by  vaginal  hysterectomy  two  had  recurrence,  one  in  the 
bladder,  the  other  in  the  vaginal  fornix  at  the  cicatrix, 
within  five  months  after  operation.  These  were  - 
east  s  in  which  the  disease  was  earl  u'zed;  the  patients 

were  under  fifty  years  of  age,  and  will  nourished.  The 
operation  was  done  with  a  view  of  going  I*<ir  beyond  the 
region  of  probable  infiltration  and  removing  the  append 
with  the  uterus.  Based  <mi  hi<  own  previous  experience  and 
that  of  other  operators,  it  is  doubtful  if  one  of  the  three 
ining  cases  will  be  Living  at  the  end  of  tin  from 

the  time  of  operation. 

The  histological  structure  of  the  uterus  and  adjacent  struc- 
tures is  exceptionally  favorable  for  disseminating  this  disease. 
The  rich  lymphatic  distribution  here  is  an  active  means  of 
infection,  but  the  studies  of  Cullen  show  that  the  activity  of 
lymphatic  invasion  has  been  exaggerated  and  that  the  com- 
mon mode  of  infection  is  along  continuous  structures.  Ex- 
tension is  most  rapid  around  the  vaginal  vault,  forward  and 
downward  under  the  bladder,  and  in  the  base  of  the  broad 
ligaments.  The  common  invasion  of  the  vagina  by  implan- 
tation about  the  cancerous  cervix  has  suggested  to  Werder 
the  method  he  has  practised  of  total  excision  of  the  uterus 
and  vagina  by  suprapubic  operation. 

In  conclusion,  \)\\  McMur  try  considered  in  detail  the  choice 
of  operation  for  the  several  classes  of  cases  of  carcinoma  of 
the  uterus  which  are  presented  to  the  surgeon  for  treatment. 
For  advanced  cases,  where  the  entire  field  of  evident  inva- 
sion cannot  be  removed,  he  advocated  thorough  curettage, 
scraping  away  necrosed  tissue,  emptying  obstructed  pus  accu- 
mulations, washing  out  debris,  and  establishing  drainage,  and 
antisepsis.  Such  local  treatment  will  reduce  septic  intoxica- 
tion, prolong  life,  and  promote  comfort.  All  operations  for 
radical  cure  should  be  limited  to  cases  in  which  the  disease  is 
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nized  sufficiently  early  for  thorough  removal  of  invaded 
structures.  This  will  l>e  best  accomplished  in  the  majority 
of  cases  by  abdominal  section  and  removal  of  the  uterus  from 
above,  including  liberal  portions  of  adjacent  structures,  espe- 
cially the  upper  portion  of  the  vagina,  where  implantation 
from  the  cervix  is  BO  often  found.  While  liberal  excision 
of  suspicions  areas  of  tissue  Bhould  be  done  it  will  rarely 
be  found  necessary  to  remove  the  subperitoneal  lymphatic 
glands,  since  their  enlargement  has  often  been  found  inflam- 
matory in  character  instead  of  cancerous.  The  field  of 
nal  hysterectomy  should  be  limited  to  the  few  cases  of  early 
diagnosis  in  which  operation  can  be  done  before  deep  exten- 
sion of  the  disease.  Efforts  for  prophylaxis  should  be  most 
diligent  and  should  be  of  universal  application.  All  ulcera- 
tive and  cicatricial  lacerations  of  the  cervix  should  be  repaired 
as  a  prophylactic  measure. 

DISCUSSION. 

Dr.  William  L.  Rodman,  of  Louisville,  Ky. — Mr.  Presi- 
dent :  I  hope  Dr.  McMurtry  will  pardon  me  for  rising  early  in 
the  discussion  to  ask  for  information.  He  made  a  statement  as 
to  the  ratio  of  prevalence  of  cancer  of  the  uterus  in  the  black 
and  white  races,  which  is  at  variance  with  my  experience,  and 
recognizing  this  audience  as  one  of  the  very  best  to  obtain  gen- 
eral information  on  this  subject,  and  having  written  to  many  of 
the  members  within  the  last  year  for  information  along  these 
I  would  ask  those  who  speak  upon  the  subject  to  give  their 
experience  as  to  the  relative  frequency  of  cancer  in  the  black 
and  white  races.  I  am  rather  surprised  at  the  statement  as  to  the 
infrequency  of  it  in  the  negro.  According  to  Billings'  last  census 
statistics  (the  eleventh),  it  is  more  common  at  all  ages  in  the 
black  than  in  the  white  race.  This  is  the  experience  of  Matas, 
who  has  carefully  examined  the  records  of  the  Charity  Hospital 
in  Nr\v  Orleans.  It  has  also  been  the  result  of  my  examinations 
of  all  deaths  recorded  by  the  Health  Department  of  Louisville 
for  the  past  thirty  years,  in  both  the  white  and  black  race- — a 
larger  proportion  of  deaths  occurring  in  the  negro  population. 
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Dr.  Ernest  S.  Lewis,  of  New  Orleans,  La.— The  last  speaker 
having  alluded  to  the  Charity  Hospital,  with  which  I  have 

connected,  I  would  say  in  reply  thai  in  myexperi 
Lb  no  immunity  among  the  blacks  to  uterine  cancer.     My  clin- 
ical assistant,  Dr.  J.  C.  Miller,  has  a  record  of  ov< 
the  past  two  years  in  the  Charity  Hospital.     I   think,  on  the 
contrary,  owing  to  their  uncleanly  habits,  their  mode  of  life, 
they  are  particularly  prone  to  cancer  of   the  uterus. 

With  regard  to  the  results  of  operations  for  cancer,  I  indorse 
what  Dr.  McMurtry  has  said.     Even  when  performed  early  there 
is  a  return  of  the  disease  in  a  Large  majority  of  the  cases,  and 
when  in  an  advanced  state  almosl   invariabl; 
have  no  experience  with  the  abdominal  operation,  hut  hell' 
will  he  found  equally  as  unsatisfactory  as  vaginal  extirpation. 

Dr.  VlRGIL  0.  HA.RDON,  of  Atlanta,  Ga. — In  reply  to  the 
question  of  Dr.  Rodman,  I  am  in  a  position  to  confirm  his  con- 
clusion with  regard  to  the  matter  of  which  he  inquired.  I  am 
connected  with  the  Grady  Hospital  in  Atlanta.  We  hav 
ored  ward-  and  white  wards  for  women,  and  both  are  about 
equally  filled  all  the  time.  The  difference  in  the  Dumber  of 
women  in  the  white  ward  and  the  number  in  the  colored  ward 
varies  very  little.  While  I  am  not  prepared  to  give  any  statis- 
tics bearing  upon  this  point,  yet  it  has  been  my  observation 
during  my  connection  with  this  hospital  Bince  it  was  opei 
period  of  seven  years),  that  cancer  of  the  uterus,  at  least  in  the 
class  of  patients  we  get  in  hospital  practice,  i>  more  frequent  in 
negro  women  than  in  white  women,  and  I  am  as  Bure  a-  I  can  he 
of  anything  which  I  cannot  prove  by  citii  i,  that  the  pro- 

portion is  considerably  Larger  in  the  Grady  Hospital.  Therefore, 
I  am  verv  much  surprised  to  bear  Dr.  McMurtry  s  views  upon 
that  point. 

I  have  been  led  by  my  experience  in  the  treatment  of  cancer 

of  the  uterus  to  the  same   conclusion    that    Dr.  McMurtry  has 

\eept  that    I   have  gone  further  than    he    has:     I    have 

operated  for  cancer  of  the  womb  by  vaginal  extirpation,  by  the 
abdominal  method,  and  by  the  combined  method,  and   I  never 

vet  have  operated  upon  a  case  where  recurrence  of  the  di 
did  not  take  place  sooner  or  later,  and  for  that  reason  I   have 
'1  confidence  in  the  operation  as  a  d 

man  int  cure.      I   have  abandoned  it.      I   have  no  doubt  on  theo- 
3urg 
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winds  that  in  cases  Been  sufficiently  early  a  permanent 
might  be  o     rative  measures ;  but 

my  own  U  d  to  abandon 

the  o]  means  of  permanent  cure.     Thai  brin| 

lusi  on  that  the  last  speaker  exp  when  heprophe- 

pr      as]  »n  would  sooner  or  later  conclude  that 

extirpation  of  the  womb  for  cancer  is  to  be  undertaken  simply 

asure.     But,  Mr.  President,  if  the  treatment 

of  in  ia  to  be  only  palliative,  it 

rious  an  operation  for  us  to  undertake.  I  could  not  con- 
rm  a  major  operation  upon  a  patient  Bimply  for 
the  purpose  of  palliating  the  disease,  with  the  hope  of  Bimply 
prolonging  her  life  for  a  short  time,  for  recurrence  takes  place 
in  a  few  weeks  or  a  few  months.  There  are  other  palliative  meas- 
ures which,  in  my  estimation  and  experience, will  accomplish  more 
than  extirpation  of  the  womb,  and  these  consist  in  measur 
preventing  septic  infection,  from  which  the  majority  of  patients 
die  when  they  die  from  cancer  of  the  uterus.  If  we  can  keep 
the  uterus  clean;  if  we  can  remove  the  decomposing  tissue  from 
the  broken-down,  ulcerative  surfaces,  we  can  prevent  septic 
infection  ;  we  can  keep  the  patient  going.  I  find  some  striking 
instances  in  patients  who  have  fallen  into  a  hectic  condition, 
with  rapid  pulse,  high  temperature,  great  loss  of  strength  and 
emaciation,  where  a  thorough  curetting  and  the  constant  appli- 
cation of  antiseptics  to  the  ulcerated  surfaces  have  kept  them 
alive  longer  than  many  who  are  kept  alive  by  total  extirpa- 
tion of  the  womb.  When  we  consider  the  anatomical  structure 
of  the  uterus,  particularly  the  extensive  network  of  lymphatics 
which  permeates  the  uterus,  which  extends  out  like  a  net  into 
the  broad  ligament-  far  beyond  the  point  where  we  can  reach 
with  the  knife,  we  can  understand  how  almost  immediately  those 
lymphatics  respond  to  any  diseased  condition  in  the  uterus.  We 
see  it  not  only  in  cancer,  but  in  a  great  many  other  conditions, 
and  I  cannot  understand  how  any  man  can  hope  to  perform  a 
radical  operation  with  a  view  of  permanent  cure  unless  he  totally 
rards  the  rules  of  operation  which  apply  to  cancer  in  all 
other  part-  of  the  body.     If  there  be  cancer  of  the  bn 

see  it  in  its  earliest  stages,  when  apparently  the  lymphatics 
are  but  slightly  involved,  the  method  of  procedure  is  to  do  a 
llalstea  i  operation  to  remove  all  the  cancerous  process,  and  not 
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only  it,  but    all   the   lymphatics  which  arc  in  any  way  inv< 
the  axilla  and  supraclavicular  space,  and  all  the  which 

ran  possibly  have  any  Lymphatic  ion  with  I 

\\\   cannot  hope  to  <1<>  thai  in  the  i 

e  it   is  an  ab  y,  and 

bility,  theoretical  as  it 
out  in  m;  i    think   in  tl 

all  men  at  the  present  day,  by  the  clinical  results.     For  that 
i.  I  believe  total  extirpation  of  the  uterus  in  tfc 
•  them — that  is  to  Bay,  in  patients  who  com.-  to  us  after 
the  Lymphatics  of  the  pelvis  have  become  by  the  di 

— is  far  from  being  a  rational  procedure. 

I ),:.  Howard  A.  Kelly,  of  Baltimore,  Md. —  I  am  astoui 
at  the  tone  :ussion  has  take;'.  had  many 

of  cancer  of  the  uterus  still  living  yeai  - 

operation  for  removal  of  the  neoplasm.      I  believi 
cancer  of  the  uterus  ought  to  be  operated  upon  by  radical  m 
removing  the  uterus  by  the  vagina,  or  by  the  abdomen,  accord- 
ing to  the  training  of  the  operator. 

I  have  a  very  elaborate  series  of  studies  on  this  subject,  which 
will  appear  in  the  course  of  the  eon;  onths,  by  Dr.  Cul- 

len,  with  drawings  which  show  conclusively  that  the  di 
begins  at  some  one  focus,  whether  in  the  body  or  in  the  cervix, 
and  spreads  from  that  focus.     Now,  if  we  can  catch  the  di 
before  it  has  gone  too   far  out    from   this  focus  we  can  cure  the 
patient  by  operation.    There  is  no  question  about  it.     I  thought 
a  year  and    a   half  or  two  years  ago   that  we  hail   made  a 

in  the  analogy  of  cancer  of  the  uterus  to  cancer  of  the 
breast,  and  that  the  great  step  in  the  immediate  future  was  to  be 
UUcleation  of   the  uterus  with  the  pelvic  glands. 

the  abdomen  a  great  many  times,  made  very  wide  dissection  of 

the  uterus  and  surrounding  I  ;val  pains 

to  the  patient,  dissected  from  the  crotch  of  the  common  iliac  v<  in 
and  the  external  iliac  artery  the  enlarged,  hardened  glands.  If 
I  remember  rightly,  none  of  those  glands  were  enlarged  very 
much,  if  a:  all,  by  inflammatory»products,  and  there 
cancerous  elements  in  the  gland-  that  would  have  Keen  consid- 
Bource  of  danger  to  the  patient  if  left.  Therefore,  the 
analogy  of  he  uterus  to  cancer  of  the  breast  fails. 

The   d  y  "lit,  as  a    rule,  from    the   original 
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focus;   it  may  be  implanted  up  into  the  body  of  the  uterus  ami 
wo  find  a  surprisingly  Large  Dumber  <>f  cases  where  the  cancer 

begins  in  the  cervix,  ami  where  there  is  also  incipient  dift 
the  uterine  body,  showing  how  unsafe  it  is  to  amputate  tl 
vix.     We  also  have  had  a  number  i  in  which  there  were 

implantations  of  the  disease  upon  the  vagina     In  one  of  my 

I  had  to  deal  with  a  vaginal  carcinoma  which  was  very 
easily  enucleated.  Two  years  later,  however,  the;  patient  came 
back,  and  we  found  that  she  had  extensive  ad<  oocarcinoma  in 
the  body  of  the  uterus.  The  carcinoma  implanted  itself  on  the 
vagina  from  the  uterus  above.  The  disease  sometimes  spreads 
down  over  the  vagina  merely  as  a  little  reddening  that  one  might 
think  was  due  to  rubbing  -and  cleaning  up.  I  recall  one  case  in 
which  I  found  a  heap  of  epithelium  extending  by  direct  contin- 
ue v  down  over  the  cervix,  there  being  a  sharp  limitation  where 
the  normal  vaginal  tissue  began.  Particular  attention  should  be 
given  to  the  little  erosions  on  the  vagina.  Cancer  in  its  most 
advanced  stages  of  four  or  live  years'  duration,  attended  by  hem- 
orrhages, may  still  remain  a  local  disease  without  any  tendency 
to  form  metastases.  Such  being  the  case,  when  the  diseas 
tends  out  from  the  cervix  by  direct  continuity  of  tissue,  several 
important  consequences  follow.  We  know  that  we  all  get  many 
entirely  too  late  for  anything  like  a  radical  operation.  I 
firmly  believe,  and  have  believed  for  years,  that  every  woman 
who  has  borne  a  child  ought  to  be  carefully  examined  at  short 
intervals  by  the  physician  who  attended  her  in  childbirth,  and 
at  intervals  after  that;  and  that  every  woman  in  the  United 
States  who  has  borne  children  and  who  has  not  been  examined 
with  this  particular  object  in  view  ought  to  be  examined  by  a 
competent  physician  or  surgeon.  If  that  were  the  case  we  would 
find  to-morrow  thousands  of  cases  of  carcinoma  in  the  early 
stages— cases  which  arc  going  to  come  to  us  in  a  few  months  or 
next  year,  which  will  then  be  too  far  advanced  for  operation. 
Of  course,  it  is  disagreeable  for  women  to  submit  to  these  exami- 
nations; but  for  the  sake  of  the  thousands  of  lives  which  would 
undoubtedly  be  saved  they  might  be  persuaded  to  do  so.  Catch- 
ing ti.  -  at  an  early  stage,  if  we  are  in  doubt  as  to  whether 
it  is  carcinoma  or  not,  it  is  an  easy  matter  to  cut  out  a  small 
wedge-shaped  piece  of  the  cervix  under  cocaine  anaesthesia,  and 
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lend   it  to  a  good  microscopist  or  a  c  impotent   pathologist  to 
determine  its  benign  or  malignant  nature. 

We  should  try  to  make  an  early  diagnosis  and  insist  in  all 
cases  up  m  knowing  about  atypical  hemorrhages,  whether  from 
tlic  body  of  the  uterus  or  from  the  cervix,  and  in  order  that  an 
accurate  di  can  be  made  the  uterus  should  be  curet! 

. .  an  1  th  ■  Bcrapings  thoroughly  examim 
Although  I  am  not  able  to  quote  figun  the  Bubject,  I 

believe  carcinoma  of  tl  to  be  as  frequent  in  the  n 

as  in  the  white  woman. 

If  the  dis  nils  by  continuity  from  the  uterus,  give  it  a 

wide  berth,  whethei  tion   be  done  by  the  vagina  <>r 

through   the  abdomen.     Introduce  catl  i  the  ur 

ui  cathel  ureters  if  he  takes  a  little  pains 

to  learn  how  to  do  it.     If  the  ureters  stand  oul 
need  not  touch  them;  you  can  push  them  aside;  you  can  leave 
•  of  connective  tissue  about    them,  and   you  will    have  the 
satisfaction  of  having  enucleated  the  disease.    En  the  m 

isuallydiE  thexia,  and  fever  due  to 

the  existence  of  a  pyometra  abo^  'cinoma.  ircino- 

matous  area  may  be  largely  confined  to  the  cervix,  and  by  boring 
into  the  pyometra,  letting  out  the  pus,  and   preventing  iT-  reao- 
cumulation,  you  will  give  the  patient  great  relief.     This  point 
sufficiently  emphasized  in  the  pa 
Dr.  J.  Weslev  Bovee,  of  Washington,  D.C. — I  would  like 
that  my  experience  in  the  radical  treatment  of 
the  uterus  has  been,  perhaps,  m  ictory  than  that  I  have 

hearing  to-day.     I   haveagood  many  <  three 

iding  with  no  recurrence  of  the  disease  after  hysl 
tomy.     I  first  did  vaginal  hysterectomy,  and  did  it  quite  thor- 
oughly, l>nt  have  decided  to  do  abdominal  hysterectomy  in  the 
future.     I  have  done  three  operations  after  tin-  manner  described 
by   Dr.  Werder,  in  tie      :  t*  last 

winter,  and  I  am  much  pleased  in  ea  bat   I   had  ad 

the  abdominal  rather  than  the  vaginal  method,  because  I  believe 
\         "i  do  a  more  radical   operation  and  remove  more  BtTU 
in  the  pelvis.      In  one  «.f   th<  1       and  that  the  lower  two 

inches  of  the  ureter  was  embedded  in  a  ma<s  of  inflammatory  or 

this  mass  it  was  considerably 
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dilated.  I  removed  the  portion  of  the  ureter  which  was 
bedded  and  made  an  anastomosis  with  the  bladder,  which,  how- 
ever, waa  not  perfectly  secure,  and  about  eight  months  later, 
there  being  uo  recurrence  of  the  disease,  I  did  another  anasto- 
witb  the  bladder,  which  was  successful,  and  I  was  much 
1  with  the  second  operation  to  find  that  then-  were  no 
enlarged  glands  or  any  evidence  that  the  uterus  had  ever  had 
any  cancer.  This  was  eight  months  after  operation.  All  three 
of  those  women  are  doing  well  thus  far,  without  a  recurrence  of 
the  disease.  I  have  great  hones  for  the  future  treatment  of 
uterine  cancer  in  early  cases  by  complete  hysterectomy  and  by 
the  abdominal  route. 

Dr.  William  L.  Robinson,  of  Danville,  Va. — I  have  only 
a  few  words  to  say  with  reference  to  operating  for  the  removal 
of  the  uterus  for  cancer.  I  cannot  believe  that  when  the  parts 
have  become  infected  beyond  the  uterus  that  any  dissection, 
however  extensive,  will  ever  remove  the  cause.  AYhen  the  dis- 
ease has  spread  beyond  the  uterus,  I  believe  it  is  beyond  the 
power  of  any  surgeon  to  eradicate  it;  therefore,  unless  v. 
operate  early  I  would  not  advise  the  removal  of  the  womb. 

With  reference  to  ameliorating  the  condition  of  the  uterus  in 
advanced  cases,  I  wish  to  mention  a  method  which  I  devised 
some  four  years  ago.  You  are  all  aware  of  the  amount  of  pain 
outside  of  the  condition  that  Dr.  Kelly  has  described  ;  I  allude 
to  tension  of  the  parts,  etc.  I  have  had  five  cases  now  in  wdiich 
I  have  opened  suprapubically,  ligated  the  ovarian  arteries 
ered  the  broad  ligament  and  the  round  ligament,  ligated  the 
uterine  arteries,  severed  the  sacro-uterine  ligament,  let  the  uterus 
down,  thoroughly  cauterized  and  destroyed  all  diseased  tissues 
per  vagina,  and  afterward  used  injections  of  borated  alcohol. 
One  of  these  cases  lived  twelve  months,  another  two  years,  and 
two  now  under  observation  have  been  without  any  suffering  for 
thirteen  months. 

Dr.  McMuRTRY  (closing  the  discussion). — I  am  very  glad 
that  Dr.  Rodman  brought  out  the  point  that  he  did  with  refer- 
to  the  question  concerning  which  he  has  made  a  very  exten- 
sive investigation,  not  only  as  to  cancer  of  the  uterus,  but  a  very 
large  range  of  diseases,  and  he  has  gathered  together  a  lot  of 
knowledge  that  has  hitherto  not  been  placed  before  the  profes- 
sion in  suitable  form,  and  which  will  he  of  great  value  to  us  in 
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I  I [e  has  in'.  I   i he  influent 

:  conditions  upon  the  preva 

My  pap  birely  upon  my  own  experience  in  ' 

ing  in  a  large  dispensary  clinic  constantly,  and  to  a  very  consid- 
erabL  iy  hospifc  iral  months  in  the 

year,  as  well  as  my  private  work.    I  have  seen  very  few  cas 
cancer  in  the  While  the  dia  I   unknown  in 

the  n  ■'■  few.     I  believe  I  could  count 

them  on  the  fingers  of  my  two  hands,  and  I  live  in  a  country 
where  there  is  an  extern  ro  population. 

I  am  glad  my  paper  lias  been  the  means  of  bringing  out  the 
knowledge  that  has  been  presented  is  afternoon. 

I  cannot  indorse  the  rosy  view  that  Dr.  Kelly  takes  as  to 
ultimate   result-   of    the    operative    treatment   of  if   the 

uterus.  I  know  that  his  work  in  this  direction  has  been  exten- 
sive and  good;  that  his  reports  are  sincere  and  reliable.  But 
there  are  a  great  many  men  working  in  tin-  same  line  who  have 
done  thorough,  faithful,  skilful  work  in  the  radical  treatm. 
cancer  of  the  uterus  who  do  not  so  express  themselves,  and  it  i< 
to  he  hoped  that  Dr.  Kelly's  views  regarding  cancer  of  the 
uterus  and  its  operative  treatment  will  he  confirmed.  Hi- 
however,  do  not  coincide  with  my  own. 

In  my  paper  I  particularly  alluded  to  the  condition  of  pyo- 
metra,  as  referred  to  by  Dr.  Kelly,  which  is  one  of  the  most  pain- 
ful conditions  and  one  of  the  most  frequent  bases  for  septic 
infection  and  the  retention  of  purulent  secretions  inside  of  the 
uterus  by  the  damming  up  of  the  entrance.  The  use  of  the  curette 
in  tin  with   drainage  and   thorough   cleanliness,  will   be 

found  of  great  value. 


I\    MEMORIAM. 


BEDFORD    BROWN,  M.D. 

r,v  I.  8.  Stone,  M.D., 


Bedford  Brown  was  born  in  Caswell  County,  North 
Carolina,  January  1,  1823,  and  died  September  L3,  1897,  in 
Alexandria,  Virginia.     His  father  was  also  named  Bedford, 

and  was  horn  in  1797,  and  was  prominent  in  the  social  and 
political  affairs  of  the  North  State  for  many  years.  He  was 
United  States  Senator  for  two  terms,  and  was  a  lawyer  of 
prominence  and  decided  ability. 

He  married  Mary  Lumkin  ( rlenn,  the  mother  of  the  Bubject 
of  this  sketch,  in  1818.  Mr.  Brown's  ancestors  came  from 
Bedfordshire,  England,  prior  to  1700,  and  his  wife's  family 
from  Scotland,  both  settling  in  Virginia  at  first.  One  of  the 
Glenns  was  at  one  time  Lord  Provost  of  Glasg 

Dr.  Bedford  Brown  was  educated  in  North  Carolina  and 
studied  medicine  with  the  eminent  Dr.  Benjamin  \Y.  Dudley, 
graduating  from  Transylvania  University,  Lexington,  Ky.. 
in  1848,  and  from  Jefferson  Medical  College,  Philadelphia, 
in  1853.  He  commenced  the  study  of  medicine  at  the  age  of 
twenty-one,  and  remained  with  Dr.  Dudley  for  four  years  be- 
fore entering  the  medical  school.  After  practising  medicine 
one  year  in  Virginia  he  established  liinwlf  in  his  native  town 
of  Caswell,  North  Carolina,  where  he  remained  until  1861, 
when  he  was  commissioned  a  full  Burgeon  in  the  Confederate 
Armv,  under  General  John  B.  Floyd,      lie  finished  the  cam- 
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paign  of  L861   under  General   \\.  E.  Lee.     January,  1862, 

made  Burgeon  of  camp  of  instruction,  Raleigh,  X.  C.     May, 

returned  to  field  duty  as  Burgeon  of  the  Forty-third 

ent.     Was  then  made  brigade  but 

of  Daniel's  brigade,  and  participated  in  all  the  campaigns  of 

Virginia   until   January,  1863,  when   he  was   made   medical 

tor  on  the  staff  of  General  Gustavus  W".  Smith,  serving 

until  the  resignation  of  that  officer,  when  he  became  inspector 

of  hospitals  and  camps  for  the  remainder  of  the  war,  when  he 

returned  to  practise  in  his  native  State,  but  removed  in  1865 

to  Alexandria,  Virginia. 

In  1852  he  was  married  to  Mary  Elizabeth  Simpson,  of 
Montgomery  County,  Maryland,  who  was  a  granddaughter 
ter  Lenox,  of  Williamsburg,  one  of  the  early  residents 
of  that  famous  town,  and  who  settled  in  "Washington  City  in 
1792.  To  them  was  born  a  family  of  ten  children,  of  whom 
seven  died  in  infancy.  One  of  them,  Dr.  William  Bedford 
Brown,  is  now  practising  a  specialty  in  Xew  York,  and  an- 
other, Mr.  Glenn  Brown,  is  a  well-known  architect  of  Wash- 
ington, D.  C. 

Dr.  Brown  was  a  liberal  contributor  to  the  medical  litera- 
ture of  his  day,  but  we  think  his  mind  and  pen  must  have 
been  more  actively  engaged  during  his  later  years.  In  some 
vears  he  would  produce  a  great  many  valuable  articles  for  the 
medical  press.  He  was  in  no  sense  a  mere  attendant  upon 
the  meetings  of  the  medical  soeieties  to  which  he  belonged, 
but  entered  with  zeal  and  spirit  into  the  discussion  of  almost 
every  variety  of  medical  topic.  He  was  the  best  type  of  a 
general  practitioner,  and  was  quite  as  familiar  with  surgical 
as  with  medical  topies.  He  was  always  in  favor  of  higher 
medical  education,  and  was  a  member  of  the  Medical  Exam- 
ining: Board  from  its  origin  until  the  time  of  his  death.  So 
far  as  tins  Society  is  concerned,  he  was  not  only  one  of  its 
founders,  but  he  seemed  to  cherish  it  most  dearly,  and  I  be- 
lieve gave  it  first  place  next  his  heart.  He  loved  to  at- 
tend its  sessions,  and  was  its  President  in  1893.  He  never 
sought  or  even  thought  of  seeking  office,  but  his  eye  would 
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moisten  and  his  face  become  a  study  for  an  artist  when  be 
realized  bow  much  be  was  beloved  by  bis  fellows,  who  thus 
gave  evidence  of  their  appreciation.  Of  his  valuable  pap  re 
it  may  be  said  they  arc  too  numerous  for  recital,  alt!. 
many  deserve  special  mention.  They  show  how  remarkably 
he  utilized  his  varied  experience  and  crystallized  it  into  the 
concrete  result  be  handed  forth  SO  generously  to  others.  His 
"  Observations  on  the  Action  of  Chloroform  on  the  Func- 
tions of  the  Brain"  and  his  methods  of  resuscitating  new- 
born infants  by  hypodermatic  medication  are  justly  entitled 
to  the  distinction  "classical."  His  paper  on  Dr.  Dudley, 
his  famous  preceptor,  Bnows  the  author's  character  and  mental 
qualities,  quite  as  well  as  It  s<  ts  forth  ins  master's  fame. 

PARTIAL    LIST   OF   ARTICL] 

Treatment  of  Hydrocele,  1855; 

Typhoid  Pneumonia,  Is 

State  of  the  Nutritive  Functions  during  Continued  Fever, 
1859; 

Treatment  of  Malignant  Forms  of  Remittent  Fever  with 
Nitric  Acid,  1859; 

A  Case  of  Extensive  Comp  >und  Fracture  of  the  Cranium, 
Severe  Laceration,  and  Destruction  of  a  Portion  of  the  Brain, 
followed  by  Fungus  Cerebri  and  Terminating  in  Recovery, 
1860. 

A.FTER    THE   CIVIL    WAR. 

Epidemic  of  Diphtheria ; 

Internal  Use  of  the  Tincture  of  the  Chloride  of  Iron  in 
Cutaneous  Affections  ; 

The  Use  of  Bromide  of  Potassium  in  Affections  of  the 
Test 

Contributions  to  the  Pathology  of  Adherent  Placenta; 

Treatment  of  Membranous  ('roup  by  means  of  Large 
Dos  e  of  Iodide  of  Potassium  ; 

Pathology  and  Treatment  of  Injury  from  Burns; 

Treatment  of  Infantile  Pneumonia; 
itment  of  Puerperal  <  Convulsions; 
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Treatment  of  Lacerations  <>f  the  Cervix  Uteri  without  Sur- 

( Operation : 
Personal   Experience  in  the  Treatment  of  One  Thousand 
l       g  of  Pneumonia; 

Medical  Treatment  of  Fibroid  Tumors  of  the  Uterus; 
Systematic  Infection,  Gonorrhoea]  Poisoning; 

Simple,   Septic,  Traumatic,  and    Specific    Forms   of 
.icitis; 
Personal    Recollections  of  Dr.  Benjamin  W.  Dudley,  and 
his  Surgical  Methods; 

The  Antiseptc  Treatment  of  Infantile  Enterocolitis; 
Septic  Dysentery  and  Its  Treatment; 
Practical  Treatment  of  Accidental  Abortion; 
Sanitation  in  Confederate  States  Army. 

SOCIETIES. 

Member  of  the  Virginia  Medical  Examining  Board  from 
its  organization  until  his  death; 

Member  of  the  Pan-American  Medical  Congress; 

Past  President  of  the  Southern  Surgical  and  Gynecological 
Society  ; 

Vice-President  American  Medical  Association; 

Past  President  Virginia  Medical  Society; 

Honorary  Member  of  the  Medical  Society  of  the  District 
of  Columbia. 
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CORNELIUS    KOLLOCK. 


The  following  sketch  of  the  life  of  Db.  Kollock,  an 
ex-President  of  this  Association,  by  I>r.  Richard  P>.  Maury, 
appeared  in  volume  xxiii.  of  the  Transactions  of  the  Ameri- 
can Grynecological  Society : 

Since  the  Last  meeting  of  this  Society  death  has  robbed  us 

of  one  of  our  most  respected  Fellow-,  Cornelius  Kollock. 

Dr.  Kollock  was  born  near  Cheraw,  South  Carolina,  in 
1824. 

ffifl  literary  education  was  received  at  Brown  University, 
Rhode  Island,  where  he  graduated  in  the  year  1845. 

His  medical  studies  were  pursued  at  the  University  of 
Pennsylvania,  and  he  took  the  degree  of  M.P.  in  that  school 
in  1848. 

After  this  he  went  to  Paris,  and  studied  there  for  two  ] 
under  the  teachings  of  Malgai<j;ne,  Yelpeau,  Ricord,  Sichel, 
and  Gazeaux. 

It  may  he  a  matter  of  wonder  that  such  a  man,  with  such 
attainments  as  he  possessed,  should  he  content  to  make  his 
home  for   life   in   an   obscure   village   in   a   thinly  populated 

don  of  South  Carolina. 

Not  so  surprising,  then,  however,  as  it  would  he  now,  con- 
sidering the  changes  which  have  occurred  in  the  practice  of 
medicine  and  the  advance  in  American  civilization  during  the 
fifty  years  which  have  since  elapsed. 

Dr.  Kollock  comment  d  the  practice  of  medicine  in  Cheraw 
in  1851,  and  in  this  little  country  village,  whose  population 
even  now  is  only  !>7o'  souls,  and  where  there  are  at  this  time 
hut  live  physicians,  he  spent  his  whole  professional  life,  and 
died  August  16,  1897. 
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But  his  influeno  I  far  beyond  the  narrow  con- 

fines of  Cheraw.     His  practii  led  over  several  ooan- 

te  and   the   adjoining   State  of    North 
Una. 

For  twenty  years  before  his  death  he  devoted  his  attention 
largely  to  gynecology  and  abdominal  surgery.  He  was 
Looked  nj>  to  as  an  authority  in  these  branches,  and  was 
led  as  a  surgeon  of  marked  ability  and  judgment. 

Foi  many  years  he  was  President  of  the  Pee  Dee  Medical 
Society,  and  was  President  of  the  South  Carolina  Medical 
iation  in  1887. 

The  Transactions  of  this  society  and  those  of  the  Southern 
Surgical  and  Gynecological  Society,  of  which  he  was  a  mem- 
ber, show  the  deep  interest  he  took  in  professional  subjects, 
even  at  the  advanced  age  of  seventy  years;  and  they  also 
attest  his  wide  range  of  practical  knowledge  and  his  famili- 
arity with  burning  questions  of  the  day. 

He  was  great  as  a  skilful  physician  and  surgeon,  and  the 
history  of  his  life  in  Cheraw  shows  that  he  was  great  as  a 
man.  There  seems  to  have  been  no  measure  suggested  for 
the  general  good  of  the  community  in  which  he  lived  with 
which  he  was  not  identified.  He  was  an  upright,  exemplary 
citizen  and  a  devoted  Christian.  His  influence  for  good  will 
be  long  felt  in  his  town  and  parish. 

He  was  a  man  of  unflinching  integrity  and  courage,  always 
ready  to  assume  responsibility  for  his  every  act.  Thus  his 
long  life  was  spent  in  Cheraw.  lie  was  the  highest  type  of 
the  ail-round  country  doctor,  equipped  as  he  was  for  almost 
every  emergency  in  medicine  and  surgery.  He  was  recog- 
nize! as  the  friend  of  his  fellow-men. 

His  life  was  well  spent,  and  he  left  a  monument  more 
enduring  than  brass,  in  a  reputation  for  integrity,  charity, 
and  professional  skill.  We  can  all  comprehend  what  this 
means,  but  few  of  us  can  fill  such  a  measure. 

At  the  time  of  his  burial  all  business  was  suspended,  and 
every  citizen  in  Cheraw  went  to  pay  a  last  tribute  to  the 
memory  of   the  good  and  great  physician. 
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Cornelius  Kollock  was  one  of  those  m  n  of  whom  it  may 
be  justly  said  the  world  was  !»■  I  having  lived  in  it. 

u  In  the  night-time  or  the  day-time  li«-  would  rally  brave  and  well, 
Though  t!i  •  summer  lark  was  piping  oi  fell ; 

:  he  won  the  hattle,  they  would  praise  then  name, 

Knowing  if  he  lost  tin'  battle,  then  tin-  doctor  was  to  bla 

'Twas  the  brave  old  virtuou  • 

'Twas  the  good  old  faulty  doctor, 
'Twas  the  faithful  country  itly  all  the  Bame." 
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